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Dear Sir or Madam:

My name is Maria Blokdijk, and I work for Henry Ford Health Systems as a
clinical/outreach athletic trainer. I am providing rehabilitation to our patients and my
students at my high school.

I am writing today to voice my opposition to the therapy standards and requirements in
regards to the staffing provisions for rehabilitation in hospitals and facilities proposed in
1385-P.

While I am concerned that these proposed changes to the hospital Conditions of
Participation have not received the proper and usual vetting, I am more concemed that
these proposed rules will create additional lack of access to quality health care for my
patients.

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation
services, which you know is not the same as physical therapy. My education, clinical
experience, and national certification exam ensure that my patients receive quality health
care. State law and hospital medical professionals have deemed me qualified to perform
these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known
throughout the industry. It is irresponsible for CMS, which is supposed to be concerned
with the health of Americans, especially those in rural areas, to further restrict their
ability to receive those services. The flexible current standards of staffing in hospitals
and other rehabilitation facilities are pertinent in ensuring patients receive the best, most
cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial
Justification, I would strongly encourage the CMS to consider the recommendations of
those professionals that are tasked with overseeing the day-to-day health care needs of
their patients. I respectfully request that you withdraw the proposed changes related to
hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Maria Blokdijk, ATC , PES-NASM
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CMS-1385-P-10752

Submitter : Ms. Christie Plyler Date: 08/29/2007
Organization :  MedNet America
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL
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CMS-1385-P-10753

Submitter : Sarah Vitale Date: 08/29/2007
Organization : University of Toledo
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dcar Sir or Madam:

[ am newly ccrtified Athletic Trainer, working on my Master's Degree. 1 am in my first year of the Master's program and plan to pursue a career in Athletic
Training upon my graduation.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athlctic trainer, | am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpcrience, and national certification exam ensure that my patients reeeive quality health care. State law and hospital medical professionals have decmed
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of aceess and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, cspecially those in rural areas, to further restrict their ability to receive those scrvices. The flexible current standards of
staffing in hospitals and other rehabilitation facilitics arc pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Sarah R Vitale, ATC, LAT
Graduate Assistant
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CMS-1385-P-10754

Submitter : xiaotao gian Date: 08/29/2007
Organization:  ACI-LLc
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centcrs for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baitimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I'am writing to express my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately impiementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this scrious matter.
Sincercly

Xiaotao Qian
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CMS-1385-P-10755

Submitter : Dr. Stephen Renick Date: 08/29/2007
Organization :  Florida Chiropractic Association
Category : Chiropractor
Issue Areas/Comments
GENERAL
GENERAL
X-rays are not just requested for subluxation detection in seniors. X-rays are necessary to rule out pathology, etc. If the patient has to be referred to their primary

carc provider to be able to have their x-ray study covered by CMS, there will be additional costs incurred by CMS for the primary care provider's office visit.
Also, time will be wasted regarding the patient's care.
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CMS-1385-P-10756

Submitter : Dr. William Burleson Date: 08/29/2007
" Organization : Lumberton Urology Clinic, PA

Category : Physician

Issue Areas/Comments

GENERAL
GENERAL

sce attachment
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Re: July 2, 2007 Medicare Physician Fee Schedule Proposed Regulations
Dear Ladies and Gentlemen of CMS

I'am William R. Burleson, M. D. and am an Urologist in Lumberton, North Carolina.

I have been practicing my specialty here for 36 years serving a relatively economically
poor populous. Medicare and Medicaid patients represent approximately 65 per cent of
this practice. Ialso am an owner in a joint venture LLC that provides lithotripsy services
for our patients here. Our lithotripsy service encompasses and treats the majority of the
patients in eastern North Carolina out of two mobile units. This venture started in 1985
of which I was a part encompassing approximately 23 years of service. In 1985, this
new technology changed the face and approach to treatment of various types of ureteral
and renal stones. Prior to the innovation open surgery hospitalization and significant
post-operative down time was the standard of care for many of the stones we now treat
with ESWL. After this new innovation settled in, I was able to do less and less open
procedures and more noninvasive lithotripsy to accomplish the same purpose. Ihave not
done any open stone cases for the past 15 years and only a hand full between 1985 and
1990. Our Lithotripsy LLC has maintained the highest quality of medical care and
mobile units have allowed improved patient access, updating and advancing the
technology as it became available along with stringent QA and outcome programs.

I have read the proposal and I am concemned that if these changes are made, they may
lead to complete dissolution of this entity, which is a very important contributor to
quality stone care and treatment of patients in eastern North Carolina as it is across the
country. Our LLC lithotripter units are under contracts with the area hospitals in eastern
North Carolina and these mobile units are able to bring the latest and best treatment to
patients in eastern North Carolina’s rural areas maximizing the resource. It not only
improves the quality of care but also decreases hospital cost and saves third party payers
money by sharing the expensive equipment and technology among many hospitals and
clinics.

I certainly understand the CMS concemns about the potential for fraud and abuse.
However, I believe it is important to discern between diagnostic and therapeutic
modalities. Diagnostic procedures can certainly be over utilized but this

should not be a problem and I don’t believe there has been any abuse in the
therapeutic modalities such as lithotripsy. I do not believe over use of

lithotripsy has ever been a problem since we are treating symptomatic stones, or stones
that if left alone, could result in dire circumstances medically for the patient.

Another point of concern to me was the percentage fee prohibition. The percentage fee
arrangement is fair and the best option for the vendors and for the hospitals or ASUs in
that both of these share the market risk. Some of the hospitals, especially in rural




North Carolina, have low volume in regards to lithotripsy and the fee per case in these
instances allows the hospitals to access the technology on a per case basis without large
capital expenditures. Based on the Stark legislative history Congress intended

to preserve the “per procedure fees” and I believe for a very good reason.

In summary, [ hope CMS has the foresight to understand and recognize the importance of
maintaining the integrity of these therapeutic treatments that have proven their merit over
the past 23 years.

I would hope CMS can recognize the difference in potential for fraud and abuse in
diagnostic modalities as opposed to therapeutic modalities such as lithotripsy. It is my
belief that physician owned vendors should not be singled out and destroyed by
unsubstantiated fear of abuse. Ibelieve Lithotripsy LLC and other physician owned
vendors have the knowledge and ability to provide high quality service efficiently at a
savings to third party vendors, and at the same time, allowing the most expert state of the
art care available anywhere. More specifically, I believe the loss of our LLC

service for lithotripsy would negatively impact the quality of stone treatment care.

I feel the arrangements we have been able to develop with hospitals and clinics over the
years, the “fee for procedure basis”, and “percentage fee payments” should not be
materially changed so that the valuable therapeutic treatment modalities can continue to
be provided to the patients in this country.

Thanks for allowing me to express my concern on this topic.

Respectfully,

William R. Burleson, MD




CMS-1385-P-10757

Submitter : Dr. Stephen Weddel Date: 08/29/2007

Organization : Longmont Anesthesia Associates
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Dcar Ms. Norwalk:

Pleasc extent your support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Undervaluation of anesthesia services for
medicarc patients has rcached a critical level.

Medicare payment for anesthesia services stands at just $16.19 per unit. This is a huge disparity from average rcimbursement payments of $45 to $55 per unit.
This amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away
from areas with disproportionatcly high Mcdicare populations.

In an cffort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthcsia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10758

Submitter : Dr. Daniel Butler Date: 08/29/2007
Organization :  Anesthesiolgy Group Associates,Inc.
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-p
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
rccognized the gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medieare payment for anesthesia serviees stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthcsia services. [am pleased that the Agency accepted this recommendation in its proposed rule, and [ support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiatcly implcmenting the anesthesia conversion factor increasc as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10759

Submitter : Dr. Marisa Rosol Date: 08/29/2007
Organization : Cleveland Clinic Foundation
Category : Physician

Issue Areas/Comments
Medicare Telehealth Services

Medicare Telehealth Services

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Tam grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia scrvices. Tam pleased that the Agency accepted this recommendation in its proposed rule, and I support fuli implementation of the
RUC s recommendation.

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.

Marisa A. Rosol D.O.
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CMS-1385-P-10760

Submitter : Dr. Julie Thompson Date: 08/29/2007
Organization :  Affiliated Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Medicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Dcar Ms. Norwalk:

| am writing to cxpress my strongest support for the proposal to increase ancsthesia payments under the 2008 Physician Fee Schedule. 1am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicarc populations.

In an cffort to rectify this untcnable situation, the RUC recommcendcd that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia scrvices. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Register
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Julic Thompson, MD
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CMS-1385-P-10761

Submitter : Dr. Kirk Brumels Date: 08/29/2007
Organization : Hope College

Category : Other Practitioner

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dcar Sir or Madam:

My name is Kirk Brumels, and 1 an a NATABOC certified athlctic trainer employed as a clinician and professor in the nationally accredited Athletic Training
Education Program at Hope Collcge in Holland, Michigan.

1 am writing today to voiec my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P. 1 am concerncd with both the care of patients as well as employment opportunities for health care professionals.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerncd
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnec, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of thosc professionals that are tasked with oversceing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medieare Part A or B hospital or rehabilitation facility.

Sincerely,

Kirk Brumcls, PhD, ATC
Associate Professor of Kincsiology
Head Athlctic Traincr

Hope College

Holland, Michigan 49423
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CMS-1385-P-10762

Submitter : Mr. Matthew Foster Date: 08/29/2007
Organization : Detroit Medical Center

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL

Dcar Sir or Madam:

My name is Matt Fostcr, and | am currently working in the clinical setting with the spinal cord injury population at the Rehab Institute of Michigan. I have been
working hcrc now for 1.5 ycars, since graduating from an accredited athletic training program. (Upper lowa University)

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc I am concemnced that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpcricnce, and national certification exam ensure that my paticnts receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concemncd with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reccive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Matt Foster, ATC

Therapy Standards and
Requirements

Therapy Standards and Requirements

Dcar Sir or Madam:

My namc is Matt Foster, and I am currently working in the clinical setting with the spinal cord injury population at the Rehab Institute of Michigan. 1 have been
working here now for 1.5 years, since graduating from an accredited athletic training program. (Upper Iowa University)

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Page 1561 of 2934 August 30 2007 08:35 AM




CMS-1385-P-10762

Whilc ] am concerncd that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic traincr, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially thosc in rural areas, to further restrict their ability to reccive thosc services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in cnsuring patients reccive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage thc CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility.

Sincercly,

Matt Foster, ATC

Page 1562 of 2934 August 30 2007 08:35 AM




CMS-1385-P-10763

Submitter : Mr. Michael Salat Date: 08/29/2007
Organization : St. John's Sports Medicine
Category : Other Heslth Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

My name is Michacl Salat and 1 am a Certified Athletic Trainer, [ currently work in a sports medicine clinic providing preventive, post-injury, and post-surgical
rchabiliation. I also providc coverage to an area high school for all athletic practices and competitions. On top of this I spend time educating the public about my
profcssion and ways to better enhance their athletic endeavors. Due to the nature of my profession I am extremely concerned about about 1385-P.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rchabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc | am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for my patients.

As a certified athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My
cducation, clinical cxperience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have
dcemed me qualified to perform these scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponstble for CMS, which is supposed to be
concerncd with the health of Americans, especially those in rural areas, to further restriet their ability to receive those services. The flexible current standards of
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients rcceive the best, most cost-effective treatment available.

Sincec CMS scems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with oversecing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Michael Salat, MS, ATC
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CMS-1385-P-10764

Submitter : Dr. Joshua Mason Date: 08/29/2007
Organization :  American Chiropractic Association
Category : Chiropractor

Issue Areas/Comments
Technical Corrections

Technical Corrections
Re: TECHNICAL CORRECTIONS

The proposcd rule datcd July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be
rcimbursed by Mcdicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to dctermine a subluxation, be eliminated. 1am
writing in strong opposition to this proposal.

While subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rulc out any
"red flags," or to also determine diagnosis and treatment options. X-rays may also be required to help determine the necd for further diagnostic testing, i.c. MRI
or for a referral to the appropriate specialist. :

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to
another provider (orthopedist or rheumatologist, etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resourccs
seniors may choose to forgo X-rays and thus needed treatment, If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put,
it is the patient that will suffer as result of this proposal.

I strongly urge you to table this proposal. These X-rays, if needed, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the
paticnt that will suffer should this proposal become standing regulation.

Sincerely.
Joshua J. Mason DC
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CMS-1385-P-10765

Submitter : Dr. John Patrick Bebawy Date: 08/29/2007
Organization:  Dr. John Patrick Bebawy
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Mcdicaid Scrvices
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimorc , MD 21244-8018

Re: CMS-1385-P

Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

1 am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fce Schedule. 1 am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthcsia work compared to
other physician services.  Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount docs not covcr the cost of caring for our nation's seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Mcdicare populations.

In an cffort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pereent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthcsia scrvices. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC's recommendation.

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-10766

Submitter : Mr. Jason Carl Date: 08/29/2007
Organization :  Trover Health System Sports Medicine

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL

Dcar Sir or Madam:
T am a ccrtificd athletic traincr with over twelve years of professional expericnee working in a large sports medicine ¢linic and covering high school athletics.

[ am writing today to voicc my opposition to the therapy standards and requirements in rcgards to the staffing provisions for rchabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnec, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have decmed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforee shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, especially thosc in rural arcas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in cnsuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, ] would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care nceds of their patients. 1 respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility.

Sincerely,

Jason Carl, MA,ATC,CSCS

Scnior Athletic Traincr
Trover Health System Sports Mcdicine
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CMS-1385-P-10767

Submitter : Dr. Michael Severson Date: 08/29/2007
Organization :  Anesthesiology Consultants of 1daho
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Decar Ms. Norwalk:

I am writing to cxpress my strongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. [ am grateful that CMS has
rccognized the gross undervaluation of ancsthesia services, and that the A gency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of anesthesia work compared to
othcr physician scrvices. Today, more than a decade since the RBRVS took effcct, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia scrvices. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiately implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this scrious matter.

Regards,

Michael Severson, MD
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Submitter : Mr. Randy Toth
Organization : Union Memorial Hospital
Category : Other Health Care Professional
Issue Areas/Comments

GENERAL

GENERAL

scc attachment
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Dear Sir or Madam:

My name is Randy Toth and I employed as an athietic trainer (ATC) at Unton Memorial
Hospital in Baltimore, MD. For the past 5 years, I have provided clinical-outreach
services to the Baltimore Blast Professional Indoor Soccer Club and perform evaluations
and rehabilitation in our hospitals outpatient based clinic. Therefore, I have the privilege
of interacting with a variety of healith care professionals (i.e. physical therapists,
orthopedic surgeons, physiatry, etc.). It is not uncommon for doctors or physical
therapists to ask me for opinions and suggestions on their patients. As you can see, we
promote scholarly interactions and the profession of athletic training is a unique entity.
Therefore, it is easy to see how an ATC can play an integral role in patient care.

I am writing today to voice my opposition to the therapy standards and requirements in
regards to the staffing provisions for rehabilitation in hospitals and facilities proposed in
1385-P.

While I am concerned that these proposed changes to the hospital Conditions of
Participation have not received the proper and usual vetting, I am more concemed that
these proposed rules will create additional lack of access to quality health care for my
patients.

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation
services, which you know is not the same as physical therapy. My education, clinical
experience, and national certification exam ensure that my patients receive quality health
care. State law and hospital medical professionals have deemed me qualified to perform
these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known
throughout the industry. It is irresponsible for CMS, which is supposed to be concerned
with the health of Americans, especially those in rural areas, to further restrict their
ability to receive those services. The flexible current standards of staffing in hospitals
and other rehabilitation facilities are pertinent in ensuring patients receive the best, most
cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial
justification, I would strongly encourage the CMS to consider the recommendations of
those professionals that are tasked with overseeing the day-to-day health care needs of
their patients. I respectfully request that you withdraw the proposed changes related to
hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,




Randall J. Toth, MEd, ATC, CSCS, NASM-PES, CES




CMS-1385-P-10769

Submitter : Dr. Chris Falcon Date: 08/29/2007
Organization :  Dr. Chris Falcon
Category : Chiropractor

Issue Areas/Comments
GENERAL
GENERAL

"Technical Corrections”-the proposcd change to the current policy allowing x-rays to be reimbursed when taken by an outside provider and then used by a
chiropractor would drastically alter the ability of a chiropractor to properly diagnose, treat and at times refer a medicare patient. As the taking of the x-rays are of
no dircct financial bencfit to the chiropractor, our interest is solely an one related to quality of care for our patients. The inability to directly refer patients to a
radiologist would essentially just drive up the cost of the patient's health care by requiring an additional doctors visit to sct up the x-ray referral. I am just not
surc what this proposal is attempting to accomplish. Sincerely, Chris Falcon, D.C.
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CMS-1385-P-10770

Submitter : Dr. Stanley Rosol Date: 08/29/2007
Organization :  Toledo Surgical

Category : Physician

Issue Areas/Comments

Medicare Telehealth Services

Medicare Telehealth Services

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc; CMS-1385-P
Anesthesia Coding (Part of 5-Ycar Review)

Dear Ms. Norwalk:

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesta services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia scrvices. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this scrious matter.

Stanley J. Rosol D.O.
Toledo Surgical-Gencral Surgeon
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Submitter : Dr. Marisa Baorto
Organization:  Dr. Marisa Baorto
Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Decar Ms. Norwalk:

CMS-1385-P-10771

Date: 08/29/2007

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. | am grateful that CMS has
rccognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from

arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesta conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia services. 1 am pleascd that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the

RUC s recommendation.

To cnsure that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.

Marisa Baorto, M.D.
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CMS-1385-P-10772

Submitter : Mr. Jamie Musler Date: 08/29/2007
Organization : Northeastern University
Category : Other Health Care Provider

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dear Sir or Madam:

My name js Jamie Musler. 1 am an Athletic Trainer and educator working at Northeastern University,

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

Whilc 1 am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic traincr, 1 am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnee, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform thesc services and these proposed regulations attempt to circumvent those standards. My referring physicians and patients depend on me to
provide high quality and cost affective scrvices in physical medicine and rehabilitation.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage thc CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely, :

Jamic L. Musler, MS, ATC
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CMS-1385-P-10773

Submitter : Date: 08/29/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Aungust 22, 2007

Mr. Kerry N. Weems

Administrator Designate

Centers for Mcedicare and Medicaid Services
U.S. Department of Health and Human Services
Attention: CMS-1385-P

P.O. BOX 8018

Baltimore, MD 21244-8018

Subject: Physician Sclf Referral Issues; Medicare Program; Proposed Revisions to Payment Polices under the Physician Fee Schedule, and Other Part B Payment
Policics for CY 2008; Proposcd Ruilc

CMS must prohibit the delivery of physical therapy as an in-office ancillary scrvice to protect the safety of its beneficiaries and to control healthcare costs. The
intent of in-officc ancillary scrvices to facilitate carc and increase convince of certain designated health services within the physicians practice appears to makes
sense for diagnostic services. However, these benefits are not recognized with the delivery of physical therapy in a physician s office. Since the physician
cvaluatcs a paticnt prior to referring the patient to physical therapy, the scrvice rarely facilitates the diagnosis of the patient. Due to the repetitive treatment
frequency of most physical therapy services, convince of this designated health service is only recognized if the physician s office is near the patient s home. And
while the intent of this exemption was not to improve physical therapy care, physician s operating in-office physical therapy will defend their exemption citing
improved care through closer physician supervision. This is a weak argument because: 1.) Physicians are not educated in the use of physical interventions such as
exercise, manual procedures and modalities to treat patients, therefore making supervision merely administrative. 2.) Physicians are rarely actually on-site and
devoting time to physical therapy supervision 3.) The supervising physician in a group practice usually does not have knowledge of his/ hers partner s referrals.

Safety of CMS s beneficiaries should be the driving factor making CMS policy. But, the exemption of in-office ancillary physical therapy services are not as safe
as independcnt clinic scrvices. Physician owned practice tend to attract less qualified and less experienced clinicians. Physician groups in central Ohio attract
young therapist through higher wages. But, most board certified therapist and therapist with significant clinical experience will not work for physician owned
practicc probably duc to the cthical concems with the practice. And when financial incentive is removed from referring patients, the physician is more likely to
rcfer to a physical therapy practice that produces good outcomes. Less qualified therapist is not the only safety concern. Physician owned practices in Central
Ohio arc high volumc clinics. Paticnt report less individual time spent with physical therapist and morc time with ancillary staff or unsupervised.

Allowing the in-office ancillary excmption to continue is not fiscally responsible. Over utilization with physician owned practices is well documented. The OIG
report in May of 2006 supports this statement. And CMS policy also indirectly affects healthcare cost. Many commercial payers reimburse physician owned
practices higher rates for the same physical therapy services delivered by independent practices. With rising healthcare cost a national epidemic, terminating
physical therapy as a DHS will only save CMS funds and set a precedent for other payers to follow.

Sincerely,

43065
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CMS-1385-P-10774

Submitter : Ms. Elizabeth Emeterio Date: 08/29/2007
Organization :  Blount Memorial Hospital
Category : Comprehensive Qutpatient Rehabilitation Facility

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

| am a Certified Athletic Trainer who works in a comprchensive outpatient rehabilitation clinic in rural East Tennessee. Our clinic is a satcltite of the only hospital
in Blount County and trcats a broad range of patients with varied diagnoses and insurance plans. People insured by Medicare make up about 35-55% of our
paticnt population at any given timc.

1 am writing today to voicc my opposition to the therapy standards and requircments in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health carc for our patients.

As an athletic trainer, I am qualificd to perform physical medicine and rehabilitation scrvices, which you know is not the same as physical therapy. My cducation,
clinical cxperience, and national certification exam cnsure that my patients receive quality health care. Statc law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with oversceing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Elizabcth A. Emetcrio, MS, ATC
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CMS-1385-P-10775

Submitter : Mr. John Mascola Date: 08/29/2007
Organization : West Essex School District
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My name is John Mascola. | am a Centified Athletic Trainer, with a bachelor s degree in biology from Rutgers University. For the last seven years 1 have been
cmploycd at West Essex Regional School District, in North Caldwell. in this capacity 1 am responsible for over 200 students, at both the high school and junior
high school fevels.

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for my patients,

As an athletic traincr, 1 am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionais have decmed
mc qualified to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of thosc profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,
John C. Mascola, ATC
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CMS-1385-P-10776

Submitter : Dr. shakeel Siddiqui Date: 08/29/2007
Organization : Baylor College of Medicine
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Medicaid Serviees
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Revicw)
Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBR VS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthcsia scrvices. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-10777

Submitter : Dr. Kirk Bailey Date: 08/29/2007
Organization :  Dr. Kirk Bailey

Category : Physician

Issue Areas/Comments

Resource-Based PE RVUs

Resource-Based PE RVUs

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dear Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase ancsthcsia payments under the 2008 Physician Fce Schedule. [ am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effeet, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Mcdicare populations.

In an cffort to rectify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia scrvices. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10778

Submitter : Date: 08/29/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

1 would like to comment on the proposed rule for the 2008 Medicare physician fee schedule in regards to self referral (Stark) Law changes.

1 strongly recommend that physicians not treat patients in their office as an ancillary service and it should not be payable incident to the physician services. 1
have becn in practice as a physical therapist for 38 years and have practiced in many service situations. Although there are those that will always act in a
profcssional, cthical manner, your own (Florida) investigation sadly demonstrates a substantial rate of fraud in physical therapy billing in physician officcs.

The physical therapist is also at fault by allowing or being unaware of billing and documentation failures. They, too, can be lured by higher wages and benefits
physicians can pay beyond rates allowed to an independent physical therapy practice (IPTP). This is prevalent, although therapists who allow such an arrangement
arc lowly rcgarded in our profession. They are financially rewarded and motivated. Physical therapy services are not provided by the best provider, but by the
financially linked scrvices. In such a physician owned practice (POP), the patient is not given a choice. A patient may insist on receiving care somewhere else,
but the physician s office is often likely to be uncooperative with insurance and legal practice requirements to the patient and physical therapy provider.

The therapist in a POP can, of course, choose to act ethically, yet that is not often the case. The heart is deceitful above all things and beyond cure. Who can
understand it? it then becomes your responsibility to provide law and regulation. Please prevent abuse, remove favoritism in practice provision and remove the
incentive of referral for profit in an incident to physician billing loop hole of the Stark Law.

Sincerely,
07016
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CMS-1385-P-10779

Submitter : Dr. Donald Reno Date: 08/29/2007
Organization : Michigan Association of Chiropractors
Category : Health Care Provider/Association

Issue Areas/Comments
Technical Corrections

Technical Corrections

The proposed rule dated July 12 contains an item under the Technical Corrections section calling for the current regulation permitling a beneficiary to be
rcimbursed by Mcdicare for x-rays taken by a non-treating provider and used by a doctor of chiropractic to determine a subluxation to be eliminated. I am writing
in strong opposition to this proposal.

I belicve that this provision will scverely hamper patient care. Subluxation detection does indeed rely on the use of x-ray. In some cases, the patient will require
an x-ray to detcrmine pathologic changes. And, findings of that type would require a referral for other trcatment.

By limiting a DC from referring an x-ray, the cost to the Medicare patient will go up significantly due to the necessity of a referral to another provider
(orthopedist, rheumatologist, etc.) for evaluation prior to referral to the radiologist as it is now. With fixed incomes and limited resources, Medicare patients may
choose to forego X-rays and thus needed treatment. If treatment is delayed, illnesses that could be life threatening may not be discovered. Simply put, it is the
paticnt that will suffcr as result of this proposal.

I strongly urge you to table this proposal. These X-rays, if needed, arc integral to the overall treatment plan of Medicare patients and, again, it is ultimately the
patient that will suffcr should this proposal become standing regulation.

Sincerely,

Donald M. Reno, D.C.
Vice President
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CMS-1385-P-10780

Submitter : Mr. Keith Davis Date: 08/29/2007
Organization : University of Pennsylvania

Category : Health Care Professional or Association

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

I'm currcntly starting my 2nd year at a highly touted institution and in my 3rd year of being nationally certified. I get the chance to work with the very best and
brighest studcnt-athlctes cvery day, and I'm thankful for that. Last year 1 received my Masters' of Education in Kinesiology from one of the top Athletic Training
Universitics in the country. My rescarch project was an award finalest at our national convention and is currently in review for publication. Even though 1 am
young, | am highly qualified at what 1 am trained to do.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, I am qualified to perform physical medicinc and rchabilitation services, which you know is not the same as physical therapy. My edueation,

clinical cxperience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Since CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Kcith F. Davis, MEd, ATC
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CMS-1385-P-10781

Submitter : Mrs. Kasey Rolfes Date: 08/29/2007
Organization :  Advanced Orthopaedic Specialists
Category : Other Health Care Professional
Issue Areas/Comments
Therapy Standards and
Requirements
Therapy Standards and Requirements
Dcar Sir or Madam:
I am an athlctic traincr currently cmployed in an orthopacdic clinic in Maryland. This office participates with all insurances, including the insurances for the less
fortunatc population, which most other offices in our area do not, Within this office I act as the sole provider of physical rchabilitation services under the dircction

and supcrvision of the physician. Although patients arc always given a choice of where to have these services performed, many choose to receive them in our office
duc to the easy acccess to the physician during rehabilitation and the peace of mind that they arc being treated exactly how the physician has ordered.

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposcd in 1385-P.

Whilc 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will crcate additional lack of access to quality health care for my patients.

As an athletic trainer, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
thc proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Kasey Rolfes, MS, ATC, PES
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CMS-1385-P-10782

Submitter : Date: 08/29/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Mr. Kerry N, Weems

Centers for Mcdicarc and Mcdicaid Services
U.S. Dcpartment of Hcalth and Human Scrvices
8-28-2007

Subject: Mcdicarc Program; Proposed Revisions to Payment Policies undcr the Physician Fee Schedule, and Other Part B Payment Policics for CY 2008;
Proposcd Rulc

Mr. Kerry N Weems,

[ am a outpatient physical therapist in a rural community that serves several surrounding communities. [ have been a physical therapist for three years. My
cxpericnce encompasses in and out patient settings in hospitals as wells as privately owned clinics. Tam writing you this letter to comment on the July 12
proposed 2008 physician fee schedulc rule. T will be focusing my comments on the physician self-referral and the in-office ancillary services exception.

[ would urgc action on your part to remove physical therapy services from the designated health service. This current system makes abuse and overuse of physical
therapy scrvices to casy in a system that is already strained. It is my belief that there is no overwhelming benefit for the Medicare patient to be treated in a
physician owncd physical thcrapy clinic. 1 do believe that there is an overwhelming benefit for the physician to own a physical therapy clinic due to the current
law restricting a physical therapist from direct access to patients without a physician s referral. A patient may be referred to a physician owned clinic to enhance
his financial gain not neccssarily provide the best treatment possible for that patient. [ would comment that the physician practice of referring patients to physical
thcrapy trcatment has become more about financial gain than what is best for the patient. For example, my patient had surgery and she was told that only their
in-officc physician owned facility was capable of getting a successful outcome for that particular surgery, so this patient was forced to travel three times a week for
a month or morc to a physician owned facility that was one and half hours away from her residence. 1believe this is a prime example of abuse of the current rules
and by no mcans docs this protect patients from undue hardship and unethical decision making.

[ belicve that the continucd growth of physician owned physical therapy clinics would create an environment for treating physical therapists to become complacent.
The physical therapy clinic that is owned by non-physicians work to earn every referral with consistent good outcomes from the patient referred to the clinic by
physicians. A non-physician owned clinic is made by its reputation and current good standing in the community and not by the deals for profit sharing and

partial ownerships with referring physicians. 1 personally am driven to provide the best treatment possible with the knowledge available to me today to my patient
because my profcssional and financial future depends on the outcomes 1 can achieve to foster continued growth and good relations with patients, physicians, and
the community. If as a physical therapist you are provided with patients from a referring physician only because that physician will gain financial benefits from
that rcferral then the referral becomes more about financial benefit and less about maximum physical benefit.

In closing, 1 apprcciate the opportunity to state my thoughts about this subject matter. I also thank you for your careful consideration of this topic, Mr. Weems,
because this decision could ultimatcly hurt patients and cause mass abuse of Medicare funds.

Rcgards,
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Submitter : Christopher Hayden Date: 08/29/2007
Organization : Christopher Hayden
Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referra! Provisions

After 17 ycars of providing physical therapy I don't know of a single physician in my county/area (northern NJ) that directly performs physical therapy proccdures
in their offices. Yect I can tell you of the many physicians who own PT facilities and have office staff to provide PT to patients. Thesc physicians have described
to ma a situation in which they arc "supplcmenting their revenue stream” because physician/medical services reimbursement fees are down". The physicians in my
arca havc also opened surgical centers in an effort to capture "facility fees” from Medicare and other insurance providers. These physicians have told me that cven
if they sceretly waive out-of-network deductibles and copays from their patients they still capture reimbursement that they have "otherwise would have missed".
Most physicians arc traincd in providing medical procedurcs and to not directly perform physical medicine procedures. Physicians realize that physical medicine/
physical thcrapy procedures arc time consuming,skilled, and proven effective. However, they do not value the skill directly-individually; they only wish to
posscss revenuc-rcimburscment that such services render.

If a physician posses the skill and desire to provide physical therapy carc to a patient - fine,. However, any other situation that allows for a physical to own
and bill for such scrvice while utilizing any other personnel, or if they represent themselves as owners of "physical therapy companics/corporations”should be
disallowcd from participation in federal programs like Medicare. State, private insurance, workers comp, and automobile insurance should recognize the abuse and
take appropriate action, too. [ believe Centers for Mcdicare Services (CMS) should continue to limit the abuse of Medicare tax dollars not by cutting services, but
by stopping the illegal and unethical draining of these dollars by covetous and greedy physicians and corporations. Please disallow physicians who own physical
companics and corporations or who hire undertrained personnel (incident to services) to rpovide physical therapy services from participation in Medicare programs.
Let's insurc the survivability of the Medicare program.

Rcgards,

Chris Haydcn, PT
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CMS-1385-P-10784

Submiitter : Mr. Ron Carroll Date: 08/29/2007
Organization : Arkansas State University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I have been a practicing athletic trainer for 32 years at Arkansas State University. I received my bachelor's degree and master’s degree with specialization in
athletic training. [ am a licensed athletic trainer in the State of Arkansas. Athletic trainers are approved as health care providers on the Arkansas any willing
providor legislation.

| am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic trainer, [ am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpcricnee, and national certification exam ensure that my patients receive quality health care. Statc law and hospital medical professionals have deemed
me qualificd to perform thesc services and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, | would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Ron Carroll MS, ATC, LAT
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CMS-1385-P-10785

Submitter : Dr. Jaeckeum Ro Date: 08/29/2007
Organization :  Sharon Hospital

Category : Hospital

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
LETTER

Dcar Sir or Madam:

I'am an Athletic Traincr, Certified and working at a Sharon Hospital in Sharon, CT. I am a Certified Strength and Conditioning Specialist and Emergency
Mcdical Technitian. )

[ am writing today to voicc my opposition to the therapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While | am concerned that these proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health carc for my patients.

As an athictic traincr, I am qualified to perform physical medicinc and rchabilitation services, which you know is not the same as physical therapy. My
cducation(with two Bachclor degrees, Two Master degrecss, and a Doctoral Degree), clinical experience, and national certification exam ensure that my patients
reccive quality health care. Statc law and hospital mcdical professionals have deemed me qualified to perform these services and these proposed regulations
attempt to circumvent thosc standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to thesc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommcendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility.

Sinccrely,

Jackcum Ro, PhD, ATC. CSCS, EMT.
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Submitter : Mr. Greg Gilmore Date: 08/29/2007
Organization:  Central College

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL

Dcar Sir or Madam:
My namc is Greg Gilmorc and I am an athletic trainer and instructor at Central College in Pella, lowa.

[ am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

While 1 am concerned that these proposed changes to the hospital Conditions of Participation have not rcceived the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health care for my paticnts.

As an athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expcricnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
conccrned with the health of Americans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those profcssionals that arc tasked with oversceing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Greg Gilmore, MS, LAT, ATC, EMT-B
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Submitter : Dr. Vrunda pandya Date: 08/29/2007
Organization : nyu, department of anesthesia
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Vrunda Pandya, MD

Dcpartment of Ancsthesia, NYU

550 st avenuc

New York, NY 10026

Re: CMS-1385-P

Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

T am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am gratcful that CMS has
rccognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia scrvices. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter,
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Submiitter : Adam Wallace Date: 08/29/2007
Organization : Adam Wallace
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Lcslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-p
Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Mcdicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implcmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
Adam Wallace
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Submitter : Dr. Michael McGee Date: 08/29/2007
Organization :  Lenoir-Rhyne College
Category : Academic

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dcar Sir or Madam:

[ am a faculty member in a CAATE Athletic Training Education Program in North Carolina. We have worked diligently to educate our students to perform the
dutics of the cntry-level athlctic trainer. Recent changes within CMS have negatively impacted the available employment setting for our graduates and current
certificd athlctic traincrs. More importantly, the recent changes and new proposals severely limit the public to the quality health care that a certified athletic traincr
can providc.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

Whilc 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for the patients that my students are prepared to assist.

As athlctic traincrs, we arc qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. The education,
clinical cxpcricnce, and national certification exam ensure that our patients reccive quality health care. State [aw and hospital medical professionals have deemed

the certificd athlctic trainer to be qualified to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to reccive those services. The flexible current standards of
staffing in hospitals and othcr rchabilitation facilitics arc pertinent in cnsuring patients receive the best, most cost-effective treatment availablc.

Since CMS scems to have come to these proposed changes without clinical or financial justification, [ would strongly encourage thc CMS to consider the
recommendations of those professional that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, ad amy Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Michac] R. McGec, EAD, LAT, ATC
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CMS-1385-P-10790

Submitter : Dr. Peggy Houglum Date: 08/29/2007
Organization :  Duquesne University
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL

1 am a physical therapist and an athletic trainer with experience in working in clinics and hospitals. For the past 30 years I have had the opportunity to see and
work from "both sidcs of the fence”. [ am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for
rchabilitation in hospitals and facilitics proposcd in 1385-P.

Whilc 1 am concemed that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am morc concerned
that these proposcd rules will create additional lack of access to quality health care for my paticnts.

As an athletic trainer, cven without my physical therapy background, 1 am qualified to perform physical medicine and rehabilitation services, which you know is
not the same as physical therapy. My education, clinical experience, and national certification exam cnsure that my patients receive quality health care. State law
and hospital medical professionals have deemed me qualified to perform these services and these proposed regulations attempt to circumvent those standards.
Additionally, I can tell you from pcrsonal experience as one who tcaches rehabilitation to athletic training students, that athletic trainers are well suited to perform
rchabilitation tasks.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc
concerned with the health of Amcricans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Peggy A. Houglum, PhD, ATC, PT
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CMS-1385-P-10791

Submitter : Dr. Mark Lounsbury Date: 08/29/2007
Organization:  Dr. Mark Lounsbury
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthcsia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

T am writing to express my support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Finally, CMS has recognized the
gross undcrvaluation of ancsthesia services, and with this proposal the Agency is taking the first steps to address this issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
othcr physician services. Today, more than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $16.19 per unit, or
about $65 per hour, to carc for the most complex subset of our patients. This amount does not even remotely come close to covering the cost of caring for our
nation s seniors. This is and will create an unsustainable system in which anesthesiologists will be forced away from areas with disproportionately high Medicare
populations. In my practice currently, I would discontinue participating with Medicare now if not for our agreements with our facilities.

As you know, thc RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work undervaluation thereby beginning
to correct the long-standing undervaluation of anesthesia serviees. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support
full implementation of the RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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Submitter : Perry Bonomo

Organization :  Madison Spine and Physical Therapy

Category : Physical Therapist
Issue Areas/Comments

GENERAL

GENERAL

Sce Attatchment

CMS-1385-P-10792
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CMS-1385-P-10793

Submitter : Mrs. Meriah Hopstetter Date: 08/29/2007
Organization :  Bangor Area School District

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Mcriah Hopstctter. [ am the Head Athletic Trainer at Bangor Area High School which has approximately 600 individual athletes in a school ycar. 1
have a Bachclor's degree from Penn State University and a Master's degree from East Stroudsburg University.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

While I am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerncd
that these proposed rules will create additional lack of access to quality health care for my paticnts.

As an athlctic trainer, 1 am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my paticnts receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform thesc scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially those in rural arcas, to further restrict their ability to receive thosc services. The flexible current standards of
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with oversceing the day-to-day health care nceds of their patients. I respectfully request that you withdraw
the proposed changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Mecriah Hopstetter, M.Ed., ATC

Page 1593 of 2934 August 302007 08:35 AM




T ——

CMS-1385-P-10794

Submitter : Dr. Jerel Eaton Date: 08/29/2007
Organization:  Dr. Jerel Eaton

Category : Chiropractor

Issue Areas’Comments

Coding--Reduction In TC For
Imaging Services

Coding--Reduction In TC For Imaging Services

This proposed change is discrimitory for chiropratic paticnts. This change will cost them in time and money for duplication of services and of non necessary office
visits to their medical/osteopathic physcian.
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CMS-1385-P-10795

Submitter : Mr. Tim Happel Date: 08/29/2007
Organization : Professional SportsCare & Rehab
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My name is Tim Happel, [ am an athlctic trainer in the clinical/high school setting. 1 recently graduated from an NATA accredited university for athletic training
Towson University. My daily responsibilities at my job include working in 2 PT clinic and at a local high school in the afiernoons and weekends. This includes
referring athletes to the proper people including PCP s, all specialty physicians, and my physical therapy office to assist my care of the athletes. This bill will
scverely hinder my ability to do my daily responsibilities.

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc I am concerned that these proposed changes to the hospital
Conditions of Participation have not reccived the proper and usual
vetting. | am more concerned that these proposcd rules will create
additional lack of access to quality health care for my patients.

As an athlctic traincr, 1 am qualificd to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without elinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely.
Tim Happcl, BS
Profcssional SportsCarc & Rchab

Hammond High School
Head Athlctic Trainer
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CMS-1385-P-10796

Submitter : Dr. Ryan Beall Date: 08/29/2007
Organization :  Hancock Anesthesia Group

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centcrs for Mcdicarc and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Dcar Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fce Schedule. T am grateful that CMS has
recognized the gross undcrvaluation of ancsthesia scrvices, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, morc than a decade since the RBRVS took cffect, Medicare payment for anesthesia scrvices stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our paticnts have aceess to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implemcnting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious mattcr.

Page 1596 of 2934 August 302007 08:35 AM




CMS-1385-P-10797

Submitter : Date: 08/29/2007
Organization : Bellin Health

Category : Comprehensive Outpatient Rehabilitation Facility

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My name is Jim Beversdorf, | m a Licensed Athletic Trainer, Performance Enhancement Specialist, and Certified Strength and Conditioning Coach, employed by
Bellin Health Sports Medicine in Green Bay, W1. As an athletic trainer | m assigned to Pulaski HS where 1 m responsible for the sports medicine care of some
600 plus athlctes on a ycarly basis. As a performance enhancement specialist [ work in our newly build XL Athletic Performance Center where 1 perform
movement chain assessment on each of our athletes to asscss how their bodies are working mechanically with the goal of improving deficiencies and improving
ovcrall athletic performance and reduction of injury. The services athletic trainers provide are vitally important to keeping these young athletes safc, healthy, and
on the playing ficld.

1 am writing today to voicc my opposition to the therapy standards and requircments in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While I am concerned that thesc proposcd changes to the hospital Conditions of Participation have not reccived the proper and usual vetting, | am more concerned
that these proposed rules will create additional lack of access to quality health care for my paticnts.

As an athletic traincr, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My cducation,
clinical cxpericncce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive thosc services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

James R, Beversdorf, ATC, LAT, PES-NASM, CSCS
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CMS-1385-P-10798

Submitter : Dr. David Powell Date: 08/29/2007
Organization : American Society of Anesthesia

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Medicaid Services
Attention: CMS -1385-P

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Anesthcsia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

[ 'am writing to cxpress support for the proposed increasc to anesthesia payments under the 2008 Physician Fee Schedule. 1 work in a Community Hospital
where access to care for seniors has been limited by providers ability to care for patients with the low CMS reimbursement.  The RUC has recommended that
CMS increasc the ancsthesia conversion factor by 32% (about $4.00 / unit). This would be a major step in correcting a long standing, undervaluation of
ancsthesia serviees by CMS.

The current reimbursement docs not cover the cost for caring for our seniors and draws anesthesiologists away from hospitals like mine with large Medicare
populations. 1t is impcrative that CMS follow through with the proposal in the Federal Registry and immediately implement the increase in the anesthesia
conversion factor as rccommended by the RUC.

Thank you for your consideration,

David C. Powell M.D.
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CMS-1385-P-10799

Submitter : Ms. Laurel Horne Date: 08/29/2007
Organization : Ms. Laurel Horne
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

[ am a student at Plymouth Statc University in New Hampshire. Currently my educational focus is Athletic Training. I have three semesters left to completc my
graduatc dcgree and sit for the Athletic Training Exam (BOC).

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While | am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, I am qualificd to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treatment availabie.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Laurcl Horne (Athletic Training Student)
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CMS-1385-P-10800

Submitter : Dr. Papiya Sengupta Date: 08/29/2007
Organization : St Elizabeth's Medical Center
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.
Acting Administrator
Centers for Mcdicare and Medicaid Services
Attcntion: CMS-1385-P
- P.O. Box 8018
Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

1 am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physieian Fee Schedule. | am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decadc since the RBRVS took effcct, Medicare payment for ancsthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and T support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical eare, it is imperative that CMS follow through with the proposal in the Federal Register
by fuily and immcdiatcly implementing the anesthesia conversion factor increase as recommendced by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-10801

Submitter : Dr. Edward Hoglund Date: 08/29/2007
Organization :  Hoglund Chiropractic Center, P.A,
Category : Chiropractor

Issue Areas/Comments
GENERAL
GENERAL

With all due respect to our lawmakers and your dedicated service to our country pleasc allow me to comment on proposed nonpayment of radiology serviccs
ordered by Chiropractors.

After 21 years of practice, on numcrous occasions, we have found problems on x-rays taken at our office or ordered by our office on medicarc patients. These
include abdominal aortic ancurysms (some that were surgical), significant acute spinal compression fractures and severe hip degeneration that we refer for surgery.
We have also found paticnts with primary and/or metastasis spinal or pelvic cancers.

Dr. William Mayo of thc Mayo Clinic once said, "The best interest of the patient is the only interest to be considered.”

Thank you for your time and consideration on this matter.

Sincerely,

Edward W. Hoglund, D.C.
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CMS-1385-P-10802

Submitter : Date: 08/29/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

1 am a physical therapist with 4 years of experience. [ have practiced in multiple statcs and settings including pediatrics, outpatient orthopaedics, and nursing
home carc (nonc physician owned). Over the past 4 years [ have seen a dramatic shift in the practice of Physical Therapy as physician owned clinics increase in
prevalancy and | am conccrned. These arrangements encourage financial incentive for patient referall and decrease quality of care to clients. High client volume
and Icss time to spend with patients negativley effects outcomes and increascs average visit per rcferral costing the patient and the insurance company. In addition
great therapists who spend onc on one time and care for patient outcomes struggle to compete. In my current outpaticnt practice I have no consistent orthopaedic
physician rcferalls duc to the fact that almost every orthopaedic M.D. in town owns their own practice. [ will have individuals who live down the street ask if
thcy can come here for therapy and physicicans say NO. How is this in the best intcrest of clients- to have to drive across town 3 times a wecks sometimes with
scverc injurics limiting driving abilities. As a therapist I pride mysclf on evidence based practice and individualized care. I feel because of this I can provide low
cost cffective treatment and great outcomes to patients. This can be demonstrated by the number of patients I have treated who had previously been seen in
physician owned clinics for 4,6,8 wecks of Physical therapy without result. I have taken thesc same clicnts and in an average of 10-12 visits given them more
results than they have scen in months. Why??? you may ask. As I said I hope some accounts to my philosophy of practice but additional reasoning may lay in

the cuurcnt organization of hcalthcare structure. [f physicians are recciving financial incentive for clicnts to receive longer treatment I feel it is easy for outcomes to
be sacraficed or simply overlooked. Additional arguments I have read regarding this issuc lay in the importance of communication during P.T. plan of care. I
challenge you to find a non-physician owned physical therapists who is not willing to provide any amount of communication and input to a physician to have
good relationships in regards to what is best for a patient. I realize physician lobbying and power is much greater and more organizcd than other health care
professionals and paticnts themselves, but I encourage you to really look at this issue in the light of what is truly best for the individual not the healthcare
provider. Thank you for taking thcse considcrations into account.
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CMS-1385-P-10803

Submitter : Mr. Brian Coles Date: 08/29/2007
Organization : IPSC Medical Clinic
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

['am a certificd athlctic trainer that has spent 15 years, my entire career, working under the dircction of a physician in an outpatient facility. My training and
certification make me very qualified for this work have had great success in earning the trust of patients and physicians I work with. T currently work in an
industrial on sitc rchabilitation facility for a power plant. Thave a BS and MS degree and am certified as an Athletic Trainer (ATC)

I am writing teday to voicc my concerns and opposition to the therapy standards and requirements in regards to the staffing provisions for rchabilitation in
hospitals and facilitics proposcd in 1385-P.

I am very concerned that these changes will have a direct negative impact on the quality of health care my patients receive. It appears these changes have been
initiatcd without proper fcedback, investigation and or actual need.  These proposed changes to the hospital Conditions of Participation limit patients and their
access to providers.

As an athlctic trainer, I am trained, certified and very qualified to perform physical medicine and rehabilitation services, which you know is not the same as
physical thcrapy. Utah Statc law have deemed me qualified to perform these scrvices and these proposed regulations attempt to circumvent those standards.

It would scem irresponsible for CMS, which is supposed to be concerned with the health of Americans, especially those in rural areas, to further restrict their
ability to rcecive thosc services; especially with the shorter of qualified providers in this country and specifically rural areas. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those profcssionals that are tasked with overseeing the day-to-day health care needs of their paticnts. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility.

Sincerely,

Brian L. Coles. MS, ATC, CSCS
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CMS-1385-P-10804

Submitter : Dr. Kenneth Heeringa Date: 08/29/2007
Organization :  Dr. Kenneth Heeringa

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslie V. Norwalk, Esg.

Acting Administrator

Centers for Mcdicarc and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baitimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthcsia Coding (Part of 5-Ycar Review)
Dear Ms. Norwalk:

1 am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Iam grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor incrcase as recommended by the RUC.

Thank you for your considcration of this serious matter.

Kenneth Hecringa, D.O.
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CMS-1385-P-10805

Submitter : Mr. Keith Naugle Date: 08/29/2007
Organization ; University of Florida
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My namc is Kcith Naugle, I am currently a faculty at the University of Florida's Undergraduate Athletic Training Program.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not rcceived the proper and usual vetting, 1 am more concerned
that thesc proposed rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, | am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my paticnts receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these scrvices and these proposed regulations attcmpt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to reccive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reccive the best, most cost-effective treatment available.

Sincc CMS seems to have come to these proposed changes without elinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural elinics, and any Medicare Part A or B hospital or rchabilitation facility.

Sinccrely,

Kcith Naugle MS ATC NSCA-CPT
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CMS-1385-P-10806

Submitter : Dr. Mark Schur Date: 08/29/2007
Organization:  Dr, Mark Schur
Category : Chiropractor

Issue Areas/Comments
Technical Corrections

Technical Corrections

The proposed rule dated July 12 contained an itenm under the technical corrections section calling for the current regulation that permits a beneficiary to be
rcimbursed by Mcdicare for an X-ray taken by a nontreating provider and used by a DC to determine a subluxation,be eliminated. | AM WRITING IN STRONG
OPPOSITION TO THIS PROPOSAL. Whilc subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to
identify a subluxation or to rule out any "redflags”, or to also determine diagnosis and treatment options. X-rays may also be required to help determine the need
for further diagnostic tcsting i.e. MRI or for a referral to the appropriate specialist. By limiting a DC from referring for an X-ray study, the costs for patient care
will go up significantly due to the necessity of a referral to another provider (orthopedist or rheumatologist,etc.) for duplicative cvaluation prior to referral to the
radiologist. With fixed incomes and limited resources seniors may choose to forgo X-rays and thus nceded treatment. If trcatment is delayed illnesses that could
be lifc threatening may not be discovered. Simply put, it is the patient that will suffer as result of this proposal. | STRONGLY urge you to table this proposal.
These X-rays, if nceded, arc integral to the overall treatment plan of Mcdicare patients and, again, it is ultimately the patient that will suffer should this proposal
become standing regulation.
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CMS-1385-P-10807

Submitter : Mr. Steven Orme Date: 08/29/2007
Organization : Lebanon Valley College, Sports Medicine

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL

Decar Sir or Madam:

My name is Steven Orme and 1 work at Lebanon Valley College, in Annville, PA as a certified athletic trainer. [ have received my BS in athletic training from
Brigham Young University and my MEd from the Univcrsity of Virginia.

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc 1 am concerned that these proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerncd
that these proposcd rules will creatc additional lack of access to quality health carc for my patients.

As an athictic traincr, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expcricncc, and national certification ¢xam ensure that my patients reccive quality health care, State law and hospital medical professionals have dcemed
mc qualificd to perform these scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients reccive the best, most cost-effective treatment available.

Since CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Steven Orme, ATC,
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CMS-1385-P-10808

Submitter : Dr. Chris Kelsch Date: 08/29/2007
Organization :  United Health Chiropractic and Wellness
Category : Chiropractor
Issue Areas/Comments
GENERAL
GENERAL

I strongly urge you to not repeal the right of chiropractors to refer to other physicians for X-rays. This has no benefit to patients and only harms their ability to
get good chiropractic care. There is no medical basis for this decision. If you are going to do this think about the patients that you will bc harming.
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CMS-1385-P-10809

Submitter : Mr. Casey Christy Date: 08/29/2007
Organization:  Mr. Casey Christy
Category : Health Care Provider/Association

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:
I have worked as a certificd athletic traincr in a secondary school sctting for 15 years. | also teach college athletic training courses as an adjunct instructor.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc T am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerncd
that these proposed rules will create additional Jack of access to quality health care for my patients.

As an athlctic trainer, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam cnsure that my paticnts reccive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the hicalth of Americans, cspecially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that arc tasked with oversceing the day-to-day health care needs of their patients, I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Cascy Christy, MA, ATC, CSCS
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CMS-1385-P-10810

Submitter : Mpr. Sean Hanrahan Date: 08/29/2007
Organization :  Mr. Sean Hanrahan

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

I am a certificd athlctic trainer with licensure to practice medicine in the states of Massachusetts and Virginia. I completed my MSEd at Ol Dominion University,
and currently work at The Apprentice Schooi in Newport News, Virginia.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While Tam concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposcd rules will crcate additional Jack of access to quality health carc for my patients.

As an athletic traincr, I am qualificd to perform physical medicine and rehabilitation scrvices, which you know is not the same as physical therapy. My cducation,
clinical experience, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mec qualificd to perform thesc services and thesc proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in cnsuring patients receive the best, most cost-effective treatment available.

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of thosc profcssionals that arc tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility.

Sincerely,

Scan Hanrahan, MSEd, ATC, CSCS
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CMS-1385-P-10811

Submitter : Dr. Matthew McCord Date: 08/29/2007
Organization:  St. Joseph Mercy Health System, Ann Arbor, M1

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Bpx 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Roview)

Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. [ am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

[n an cffort to rectify this untenablc situation, the RUC recommended that CMS increasc the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia scrvices. 1am pleased that the Agency accepted this recommendation in its proposed rule, and | support full implementation of the
RUC s recommendation.

To ensurc that our patients have access to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiatcly implcmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Sincerely,

Matt McCord, MD

Director, Medical Education
Dircctor, Acute Pain Scrvice
St. Joscph Mercy Hospital
Dcept. of Ancsthesiology
Ann Arbor, MI
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CMS-1385-P-10812

Submitter : Mr. Glenn Sumner Date: 08/29/2007
Organization :  Southeastern Orthopaedics
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

My entire comment is noted in the attached Word document.

CMS-1385-P-10812-Attach-1.DOC
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# 10812

August 22, 2007

Department of Heaith and Human Services
Attention: CMS-1385-P

Re: Comments to CMS-1385-P, RIN 0938-A065
Federal Register Notice Vol. 72, No. 133/Thursday, July 12, 2007/Proposed
Rules

Southeastern Orthopaedics (SEO), a 51 physician private orthopaedic practice located in
Knoxville, Tennessee appreciates the opportunity to comment on the Centers for
Medicare & Medicaid Services (CMS) proposed changes presented in the above
referenced Federal Register Notice. Our comments are related to section II. Provisions
of the Proposed Regulation Related to the Physician Fee Scheduie, M. Physician Self-
Referral Provisions.

Physician Self-Referral Provisions

3. In-Office Ancillary Services Exception

SEO believes that the original intent of this exception which permits physicians to
provide certain services in conjunction with the diagnosis and treatment of medical
conditions is both appropriate and effective. Further, we agree with CMS in its desire for
patients to receive a test or procedure only in a centralized building utilized by the group
practice. We believe that services provided under the in-office ancillary services
exception should be performed in a building where the core members of the group
practice and their staff are present. Overall we believe the current definition of same
building and centralized building should not be altered.

Regarding the challenge to the exception for the provision of physical and occupational
therapy services, again SEO agrees with the original intent of Congress. We believe
CMS is now being given misinformation refuting the benefits of this arrangement.
Clearly, a physician develops physical therapy protocols based on his/her treatment
plan, not the location or employment of the therapy provider. At SEO (as is true with
most orthopaedic practices) we have documented evidence that our therapy utilization
per patient is equal to or less than independent physical therapy providers. Plus, the
convenience and familiarity afforded patients through physician provided services are
well understood, if not obvious. In the case of orthotics, in-office ancillary service
providers predominantly provide pre-fabricated or off-the-shelf products, avoiding the
custom fabricated fees that are often associated with independent orthotics and
prosthetics providers. This, of course, reduces the overall cost to Medicare as well as
the out-of-pocket costs to patients.




11. Services Furnished “Under Arrangement”

We would like to urge CMS to use caution in altering the rules relating to services
furnished “under arrangements” as stated in Sections 1832, 1835(b) (1), 1861 (e), and
1861 (w) (1) of the Act. In the document titled: United States Department of Health
and Human Services, Final Report to the Congress and Strategic and Implementing Plan
Required under Section 5006 of the Deficit Reduction Act of 2005, section IV, B. Align
Physician and Hospital Incentives, it states, “Alignment of value-based purchasing
incentives will allow physicians and hospitals to work together to share in rewards that
reflect their joint activities in improving care.” A radical change to the Services
Furnished “Under Arrangement” exception could hinder the ability of hospitals and
physicians to form joint venture arrangements that would mutuaily benefit hospitals and
physicians, while reducing costs and allowing for more access to care for aging patients,
and still fall within the federal government’s Sustainable Growth Rate (SGR). Physicians
can help with controlling the rising cost of health care, if they are looked at as
contributors to a solution and not a cause of the problem. Prior to the establishment of
Medicare, typically physicians we responsible for starting hospitals and other ancillary
heaith care services to serve the community. There are many beneficial and cost
effective patient services that will be adversely affected by a wide ranging corrective
solution to a few suspect arrangements. Physicians and hospitals continue to receive
reductions in their fee schedules to help Medicare stay within the SGR established by
Congress. Eliminating one of the most effective mechanisms for providers to jointly
work together to control costs and improve efficiencies should not be the response by
CMS.

Southeastern Orthopaedics believes it is in its best interest and that of the community
at-large to do everything possible to help ensure the availability of quality health care
services for future generations. The majority of physicians are concerned about the
rising cost of health care and the future of the hospitals where they work. Physician and
hospital joint ventures can be beneficial, if they are properly structured, managed and
reviewed, while being transparent to patients, payers and regulators. We would ask
that CMS move with caution when changing a rule to address a concern like the growth
of nuclear imaging, and not create the undoing of many beneficial joint ventures that fall
within the “Under Arrangements” exception.

Sincerely,

Glenn D. Sumner
Chief Executive Officer




—————

CMS-1385-P-10813

Submitter : Dr. William Becker Date: 08/29/2007
Organization:  Ohio Society of Pathologists )
Category : Physician

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1383-P entitled Medicare Program; Proposed Revisions
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. I am a board-certified pathologist and a member of the College of American
Pathologists. ] practice in Columbus, Ohio as part of an academic pathology practice.

[ applaud CMS for undertaking this important initiative to end self-referral abuses in the billing and payment for pathology serviccs. I am aware of arrangements
that give physician groups a share of the revenues from the pathology services ordered and performed for the group s patients. I believe these arrangements are an
abusc of the Stark law prohibition against physician sclf-referrals and [ support revisions to close the loopholes that allow physicians to profit from pathology
scrviccs.

Specifically I support the cxpansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-office
ancillary scrvices exception to the Stark law. Thesc revisions to the Mcdicare reassignment rule and physician self-referral provisions are necessary to eliminate
financial sclf-intercst in clinical decision-making. I belicve that physicians should not be able to profit from the provision of pathology services unless the
physician is capable of personally performing or supervising the service.

Opponents to these proposed changes assert that their captive pathology arrangements enhance patient carc. I agree that the Medicare program should ensure that
providers furnish care in the best interests of their patients, and, restrictions on physician self-referrals are an imperative program safeguard to ensure that clinical
dccisions are determined solely on the basis of quality. The proposed changes do not impact the availability or delivery of pathology services and arc designed
only to removc the financial conflict of interest that compromises the integrity of the Medicare program.

Sineercly,

William J. Becker, DO MPH
President-Elect, Ohio Socicty of Pathologists
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CMS-1385-P-10814

Submitter : Ms. Sarah Earley Date: 08/29/2007
Organization:  OU Medical Center
Category : Physician Assistant

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

1 am writing to cxpress my strongest support for the proposal to incrcase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
recognized the gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable systern in which anesthesiologists are being forced away from
arcas with disproportionatcly high Mcdicarc populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiately implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious maiter.
Sincercly.

Sarah J. Earlcy, PA-C
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CMS-1385-P-10815

Submitter : Ms. Lori Shelley Date: 08/29/2007
Organization : Cleveland Clinic Foundation
Category : Health Care Professional or Association

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Decar Sir or Madam:

My namc is Lori Shellcy. 1 am a nationally certified and state licensed athletic trainer. [ have worked in the field of sports medicine for 18 years outside of my
college cducation. Presently 1 am employed by the Cleveland Clinic Foundation as an athletic trainer. 1 perform physical rehabilitation at the clinical setting and
sports medicine dutics at an arca high school. Decreasing the cmployment opportunities for athletic trainers will hurt many clients in need of our specialized
training. Not to mention the care that athletes require/nced. We complete tasks that cnsure the safety pre/post injuries and typically have direct access to a
physician(s) for communication conceming injurced athletes. This is the basis of our education. Taking away the ability to employ ATC's because of insurance
provisions will Icavc many without jobs and reduction in salarics. Not to mention leaving those participating in sporting activitics without competent care.

| am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While ] am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerncd
that thesc proposed rules will creatc additional lack of access to quality health carc for my patients.

As an athletic trainer, 1 am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clintcal expericnce, and national certification exam cnsure that my patients receive quality health care. State law and hospital medical professionals have dcemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc
concemed with the health of Americans, especially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities arc pertinent in ensuring paticnts reccive the best, most cost-effective treatment available.

Sincc CMS scems to have come to thesc proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
recommendations of thosc profcssionals that are tasked with overseeing the day-to-day health care nceds of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility.

Sincerely,
Lori Shellcy, MA, ATC/L #194

Athlctic Traincr
Clevcland Clinic Foundation
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CMS-1385-P-10816

Submitter : Dr. Kellie Kulow Date: 08/29/2007
Organization:  Kulow Chiropractic
Category : Chiropractor

Issue Areas/Comments
Technical Corrections

Technical Corrections

Centers for Medicare and Medicaid Services
Dcpartment of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Rc: TECHNICAL CORRECTIONS

The proposcd rulc dated July 12th contained an item under the tcehnical corrections scction calling for the current regulation that permits a beneficiary to be
reimbursed by Mcdicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be climinated. 1am
writing in strong opposition to this proposal.

While subluxation docs not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"red flags,” or to also determine diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI
or for a referral to the appropriate specialist.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to -
another provider (orthopedist or rheumatologist, cte.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources
seniors may choosc to forgo X-rays and thus needed treatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put,

it is the paticnt that will suffcr as result of this proposal.

I strongly urge you to table this proposal. These X-rays, if nceded, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the
patient that will suffer should this proposal become standing regulation.

Sincerely,

Kellie Kulow, D.C.
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CMS-1385-P-10817

Submitter ; Dr. allen hager Date: 08/29/2007
Organization:  Dakota Clinic / Innovis
Category : Chiropractor

Issue Areas/Comments
Technical Corrections

Technical Corrections

I am writing in strong opposition to the removal of reimbursement by Medicare for radiology studies taken by a non-treating provider and then used by a Doctor
of Chiropractic. Radiological studies are a vital part of patient assessment especially in this population. Quick and immediate attention serve as best practice in
the trcatment of common complaints this population group. I currently work in a multidisiplinary practice with many subspecialty providers all having the ability
to refer for radiological studies. Why would you limit one speciality group over the other? To eliminate the ability to refer to a qualified Radiologist utilizing an
important diagnostic tool would jeopardize the quality of care and add additional cost as these patients would need to visit other providers to obtain the needed
scrvice.

Therefore I recommend that you to table this proposal, in the best interest for this patient population receiving quality care.

alh

Page 1617 0f 2934 August 302007 08:35 AM




CMS-1385-P-10818

Submitter : Mr. William H. Dwight Date: 08/29/2007
Organization : Dwight Orthopedic Rehabilitation Company
Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

As a liccnsed physical therapist of 27 years, a taxpayer and a voter, [ strongly urge CMS to correct the loophole in the in office ancillary services exception process
which allows physicians to refer and profit from physical therapy services they own, regardless of setting. The reasons are fundamental.

All medical services ordered by physicians should be for the purposes of diagnostics or for the good of the patient. By allowing physicians to profit from the
refcrral of patients to their owned services, the underlying legitimacy of the referral is tainted.

Referral for profit physician owned scttings have resulted in heavy utilization of physical therapy which has lead, ironically, to greater scrutiny of therapy services
provided in every cnvironment except the physician offenders.

Physicians Cherry-pick the better paying insurances, especially Medicare, and send HMO s and other lesser paying, but more utilization conscious payer based
paticnts to independcnt providers.

This is an important opportunity for CMS to act responsibly and send a message of legitimacy in health care to physicians. This will assist in controlling
costs, promoting appropriate care for the right reasons and better serving Medicare subscribers.

As an administrator whose position is to set policy in the public interest, I hope you will act on this clear and appropriate opportunity to close this loophole and
bring greater legitimacy back to my profession.

Thank you for your consideration.
Sincerely,

William H. Dwight, PT
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CMS-1385-P-10819

Submitter : Ms. Scott Heinerichs Date: 08/29/2007
Organization : West Chester University (PA)
Category : Academic

Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My name is Scott Heincrichs and 1 am a professor and athletic trainer at West Chester University. For the past seven years, 1 have taught undergraduate athletic
training students courses nccessary for their BS degree in athletic training in addition to serving as a clinician for our intercollegiate football team. We do all of
our cvaluations, rchabilitations prc and post operatively on campus.

! am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc 1 am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will crcate additional lack of access to quality health care for my patients.

As an athletic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnee, and national certification ¢cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry, It is irresponsible for CMS, which is supposcd to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with oversceing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,

Scott Heincrichs MAT, ATC
Instructor Dept. of Sports Mcdicine
West Chester University

West Chester, PA 19380
sheinerichs@wcupa.cdu
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CMS-1385-P-10820

Submitter : Mrs. Rita Taylor Date: 08/29/2007
Organization :  NovaCare Rehabilitation

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:
My namc is Rita Taylor and 1 am a Certified Athletic Trainer, working in Pennsylvania. 1 have a Master of Science degree and work for NovaCarc Rchabilitation
as a contract Athlctic Traincr to a Secondary School as well as working in the Physical Therapy Clinic 10 hours a week.

1 am writing today to voice my opposition to the therapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc 1 am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposed rulcs will create additional lack of access to quality health care for my patients.

As an athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Rita Taylor, ATC, M.S.
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CMS-1385-P-10821

Submitter : Matthew Cook Date: 08/29/2007
Organization : Saco Bay Orthopaedic and Sports Physical Therapy

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

My namc is Matthcw C. Cook and I am an Athletic Traincr. I work for Saco Bay Orthopacdic and Sports Physical Therapy in Southern Maine. We are on
outpaticnt physical therapy clinic consisting of 9 locations throughout the southwestern arca of Maine. I am also the Athletic Trainer at Thornton Academy, a
privatc high school located in Saco, Me.

[ am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rchabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concemed that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health care for my paticnts.

As an athletic traincr, I am qualificd to perform physical medicine and rehabilitation scrvices, which you know is not the same as physical therapy. My education,
clinical cxpericnee, and national certification exam ensure that my patients receive quality health care. Statc law and hospital medical professionals have deemed
mc qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to be
concerncd with the health of Americans, cspecially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment availabic.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc profcssionals that are tasked with oversceing the day-to-day health care needs of their patients. | respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Matthew C. Cook ATC CSCS
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CMS-1385-P-10822

Submitter : Mr. Robert Neighbors Date: 08/29/2007
Organization :  ATI physical therapy

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL

GENERAL
Dcar Sir or Madam:
1 am a ccrtified athlctic trainer working for AT Physical Therapy and a local High School. I provide rehabilitative services in an outpatient PT clinic and [ also

providc Sports Mcdicince coverage to a local high school. 1 have two degrees from Western llinois University (B.S. Physical Education/Athletic Training, M.S.
Physical Education/Sports and Excreisc Psychology).

1 am writing today to voice my opposition to the therapy standards and requirernents in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health care for my paticnts.

As an athletic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my paticnts reccive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irmesponsible for CMS, which is supposed to be
concerncd with the hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Sincc CMS secms to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
reccommendations of those professionals that are tasked with oversceing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Rob Neighbors MS,ATC
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CMS-1385-P-10823

Submitter : Dr. Michael Driver . Date: 08/29/2007
Organization : Ozark Anesthesia Assoc.
Category : Physician

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslic V. Norwalk, Esq.

Acting Administrator

Ccnters for Mcdicare and Mcedicaid Services
Attcention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Dcar Ms. Norwalk:

| am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undcrvaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work compared to
othcr physician services. Today, more than a decade since the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicarc populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. | am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this scrious matter.

Michael Driver, MD.
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CMS-1385-P-10824

Submitter : Dr. Barbara Dabb Date: 08/29/2007
Organization :  Dr. Barbara Dabb -

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk. Esq.

Acting Administrator

Centers for Mcdicarc and Medicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase ancsthesia payments under the 2008 Physician Fec Schedule. 1 am grateful that CMS has
rccognized the gross undcrvaluation of anesthesia services, and that thc Agency is taking steps to address this complicated issue.

When thc RBRVS was instituted, it created a huge payment disparity for ancsthesia carc, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia scrvices stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia scrvices. | am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our paticats have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-10825

Submitter : Dr. sid johnson Date: 08/29/2007
Organization : Dr. sid johnson
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL
GENERAL

It is very important to maintain competitive fees for the medicare program. Not paying a comipetitive amount will only lead to fewer and fewer providers willing
to accept medicare paticnts. In turn this will lead to a lower standard of care for a particular pcople. This is inherently wrong and should not be tolerated. Pleasc

pay the providers a fair amount. The amount of time and schooling they have gone through is reason enough to provide them a fair return, not to mention it will
increase the quality of care our patients can receive,
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CMS-1385-P-10826

Submitter : Dr. R Glenn Hessel Date: 08/29/2007
Organization :  Little Company of Mary Hospital

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
August 29, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. Iam a board-certified pathologist and a member of the College of American
Pathologists. [ practice in Evergreen Park, IL as part of a 3-pathologist group based in-hospital.

T applaud CMS for undertaking this important initiative to end self-referral abuses in the billing and payment for pathology services. I am aware of arrangements
in my practicc arca that give physician groups -- especially urologists -- a share of the revenues from the pathology services ordered and performed for the
group s patients. [ believe these arrangements are an abuse of the Stark faw prohibition against physician self-referrals and [ support revisions to close the
loopholes that allow physicians to profit from pathology serviecs.

Specifically I support the expansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-office
ancillary scrvices exception to the Stark law. These revisions to the Medicare reassignment rule and physician self-referral provisions are necessary to eliminate
financial sclf-intcrest in clinical decision-making. 1 believe that physicians should not be able to profit from the provision of pathology services unless the
physician is capablc of personally performing or supervising the service.

Opponents to these proposcd changes assert that their captive pathology arrangements enhance patient care. 1 agree that the Medicare program should ensure that
providers furnish care in the best interests of their patients, and, restrictions on physician self-referrals are an imperative program safeguard to ensure that clinical
decisions are determined solcly on the basis of quality. The proposed changes do not impact the availability or delivery of pathology services and are designed
only to remove the financial conflict of interest that compromises the integrity of the Medicare program.

Sincercly.

R Glenn Hesscl, MD
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CMS-1385-P-10827

Submitter : Date: 08/29/2007
Organization :

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Mcdicaid Services
Attention: CMS-1385-P

P.0. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

$65 per hour. That s what you pay anesthesiologists to care for seniors in this country. If I could opt out of Medicare right now I would because | lose money on
cvery paticnt I care for. How can the system expect us to continue this subsidy we are providing TO the government.

Add to this, the unrestrained medico-legal climate in this nation, and I hope onc can see the irony that I could lose all that [ own in a lawsuit, meritless or not,
and yct get paid a paltry $65 an hour. Skilled tradesman get paid better with no risk whatsoever.

Unless the CMS addresses this gross undervaluation of anesthesia services, I hope the market forces direct us towards non-participation in the Medicare system.
At least then, I don t get paid, I can write off the care on my taxes as charity. It is just that bad.

If this RUC recommendation is approved , I hope it is just a first step towards bringing our valuation in line with the other health care providers in the Medicare
system.

Thank you for your considcration in this matter.
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CMS-1385-P-10828

Submitter ; Dr. Maulik Parikh Date: 08/29/2007
Organization :  NorthStar Anesthesia
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to incrcasc anesthesia payments under the 2008 Physician Fee Schedule. Iam grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to addrcss this complicated issue.

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRV'S took cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. 1am pleascd that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this scrious matter.

Sincetely,
-Maulik Parikh, MD
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CMS-1385-P-10829

Submitter : Mr. Troyce Solley Date: 08/29/2007
Organization :  St. Edward's University
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background

[ am an assistant Athletic trainer at St. Edwards University. I currently hold Texas licensure as an athletic trainer and am NATA Certified. I obtained my bachelor
degree in Exercisc and Sports Science from Texas State University and a Master's of Exercise Physiology from the University of Texas at Arlington.
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CMS-1385-P-10830

Submitter : Dr. annemarie Norenberg Date: 08/29/2007
Organization :  Dr. annemarie Norenberg

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Ageney is taking steps to address this complicated issue.

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostiy due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4 00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia scrvices. Iam pleascd that the Agency accepted this rccommendation in its proposed rule, and I support full implementation of the
RUC s recommendation

To cnsure that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10831

Submitter : Ms. Caroline Barry Date: 08/29/2007
Organization : Colorado Proffesional Medical
Category : Device Industry

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dear Sir or Madam:

My name is Caroline R Barry. I have been a certified athletic trainer. Currently I provide care to medicare and medicaid patients by sctting up and explaining
Constant Passivc Motion DME's.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am morc concerncd
that these proposcd rules will create additional lack of access to quality health care for my patients
Whilc T am concerned that these proposed changes to the hospital Conditions of Participation have not reccived the proper and usual vetting, | am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, T am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mec qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
recommendations of those profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Carolinc R Barry, ATC
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CMS-1385-P-10832

Submitter : Dr. Lebron Cooper Date: 08/29/2007
Organization :  Dr. Lebron Cooper
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-3018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Iam grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicarc payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an effort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offsct a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and [ support full implementation of the
RUC s recommendation.

To ensure that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10833

Submitter : Dr. Joseph Merckling Date: 08/29/2007
Organization :  New York State Chiropractic Association
Category : Chiropractor
Issue Areas/Comments
GENERAL
GENERAL

Please sce attachment

CMS-1385-P-10833-Attach-1.DOC
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# joyzz

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Re: “TECHNICAL CORRECTIONS”

The proposed rule dated July 12" contained an item under the technical corrections section calling for
the current regulation that permits a beneficiary to be reimbursed by Medicare for an X-ray taken by a
non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated.

| am writing in strong opposition to this proposal.

While subluxation does not need to be detected by an X-ray, in some cases the patient clinically will
require an X-ray to identify a subluxation or to rule out any "red flags," or to also determine diagnosis
and treatment options. X-rays may also be required to help determine the need for further diagnostic
testing, i.e. MR or for a referral to the appropriate specialist.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go
up significantly due to the necessity of a referral to another provider (orthopedist or rheumatologist,
etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited
resources seniors may choose to forgo X-rays and thus needed treatment. If treatment is delayed
illnesses that could be life threatening may not be discovered. Simply put, it is the patient that will
suffer as result of this proposal.

| strongly urge you to table this proposal. These X-rays, if needed, are integral to the overali
treatment plan of Medicare patients and, again, it is ultimately the patient that will suffer should this
proposal become standing regulation.

Sincerely,

Dr. Joseph Merckling

Merckling Family Chiropractic P.C.

Member Board of Directors for New York State Chiropractic Association, District 7
Member of Bellport Chamber of Commerce

16-2 Station Road

Beliport, NY 11713

(631) 286-2300




CMS-1385-P-10834

Submitter : Michelle Johnson Date: 08/29/2007
Organization : Michelle Johnson
Category : Chiropractor

Issue Areas/Comments
GENERAL

GENERAL

Ceaters for Mcdicare and Medicaid Services
Dcpartment of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimorc, Maryland 21244-8018

Re: TECHNICAL CORRECTIONS

The proposcd rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be
reimbursed by Mcdicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1am
writing in strong opposition to this proposal.

While subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"red flags,” or to also determinc diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI
or for a referral to the appropriate specialist.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for paticnt care will go up significantly due to the necessity of a referral to
another provider (orthopedist or rhcumatologist, etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources
scniors may choosc to forgo X-rays and thus needed treatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put,

it is the paticnt that will suffer as result of this proposal.

I strongly urge you to table this proposal. These X-rays, if nceded, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the
paticnt that will suffer should this proposal become standing regulation.

Sincercly,

Michellc Johnsen, D.C.
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CMS-1385-P-10835

Submitter : Dr. Darren Galambos Date: 08/29/2007
Organization:  American Society of Anesthesiologists

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Cecnters for Mcdicarc and Mcdicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. 1 am plcased that the Agency accepted this recommendation in its proposed rule, and | support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this scrious matter.
Darren J Galambos DO
Mercy Medical Center

Department of Anesthesiology
Canton OH

Page 1635 of 2934 August 302007 08:35 AM




CMS-1385-P-10836

Submitter : Dr. Blair Stott Date: 08/29/2007
Organization :  Anesthesia Consultants of Indianapolis
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Ccnters for Mcdicare and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P
Ancsthcesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
recognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Mcdicarc populations.

In an cffort to rectify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia scrvices. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support ful} implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implecmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Sincerely

Blair Stott, MD

Anesthesia Consultants of Indianapolis
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CMS-1385-P-10837

Submitter : Dr. Michael Driver Date: 08/29/2007
Organization : Ozark Anest Assoc
Category : Physician
1ssue Areas/Comments
Impact
Impact

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

My group is facing an incrcasing disparity in medicare payer mix annually. We service a large rural Missouri area and northern Arkansas. The current fee payment
doesn't cven cover the cost of patient care. It has become more and more dificult to attract, hire, and maintain doctors in numbers sufficient to provide for our
paticnts as well. Please consider this payment increasc.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register

by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Michacl Driver, MD.
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CMS-1385-P-10838

Submitter : Dr. Diane Head Date: 08/29/2007
Organization : U of Wisconsin-Madison

Category : Physician

Issue Areas/Comments

GENERAL
GENERAL

Sample Comment Letter:

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

T am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. [ am grateful that CMS has
rccognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Mcdicare populations.

In an cffort to rectify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10839

Submitter : Dr. John Tayler Date: 08/29/2007
Organization :  University of California, San Francisco
Category : Physician

Issue Areas/Comments
Background

Background

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increasc ancsthesia payments under the 2008 Physician Fee Schedule. I am gratefu! that CMS has
recognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicarc populations.

In an cffort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia scrvices. Iam plcased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
John Taylor, MD
Assistant Clinical Professor

Department of Ancsthesia and Critical Care
University of California, San Francisco
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CMS-1385-P-10843

Submitter : David Ingbar MD Date: 08/29/2007
Organization : American Thoracic Society
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL
Scc Attachment

CMS-1385-P-10843-Attach-1.PDF
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#0843

August 31,2007

Herb B. Kuhn

Acting Director

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

7500 Security Blvd., Mail Code C5-01-14
Baltimore, MD 21244-1850

Re: CMS-1385-P Medicare Program; Proposed Revisions to Payment Policies under the
Physician Fee Schedule for Calendar Year 2008

American Thoracic Society Comments address: SGR and proposed negative (-9.9%)
update of the conversion factor; Budget Neutrality; Equipment Utilization and Interest
rates; Pricing of High Cost Medical Supplies; Multispecialty Practice Physician Survey
TRHCA-Section 101(b): PQRI; Therapy Cap

Dear Mr. Kuhn:

On behalf of the members of the American Thoracic Society (ATS), [ want to express our
appreciation for the opportunity to comment on the proposed rule regarding Medicare’s
proposed revisions to payment policies under the Physician Fee Schedule for calendar
year 2008 and other changes to payment under Part B published on July 12, 2007. The
ATS represents over 18,000 physicians, researchers, and allied health professionals, who
are actively engaged in the diagnosis, treatment and research of respiratory disease and
critical care medicine. We are most interested in quality care and access to care for the
beneficiaries you represent, and those patients we serve.

The ATS offers the following comments.

SUSTAINABLE GROWTH RATE (SGR) AND PROPOSED -9.9% Update

As expected, a 9.9 percent across the board cut of the conversion factor for the Medicare
physician payments was announced in this rule. Previously, Congress has intervened to
put the SGR formula aside and mandate a Medicare conversion factor. ATS continues to
believe the SGR formula is seriously flawed and needs to be replaced. The SGR
continues to not be dealt with and is the source of the problem for the yearly negative
updates to the MPFS. CMS continues to underestimate the impact of National and Local
Coverage Decisions on increased spending on physician services under Medicare.
Additional funding needs to be added to the MPFS for all the ancillary costs associated
with new preventive benefits being added for beneficiaries. As stated in our previous
comments, , the ATS strongly support the removal of the costs of Medicare-covered
physician-administered drugs from the SGR calculation. CMS must use its discretionary
authority to remove the costs of Medicare-covered physician-administered drugs from the
SGR calculation, which have increased from $1.8 billion in 1996 to $8.1 billion in 2005
and an estimated $8.5 billion in 2006. The vast majority of the medical community has
commented on this issue and remains frustrated that the SGR-adjustment to the Medicare
physician fee schedule has not been made.

BUDGET NEUTRALITY/FIVE-YEAR REVIEW WORK ADJUSTOR

The ATS strongly opposes the work adjuster and agrees with AMA and other medical
specialty societies that the -11.8 percent work adjustor be eliminated. Budget neutrality
adjustments should be made in the conversion factor, not in relative work values. .
Additional monies need to be infused into the Medicare program, because the additional
preventive services that have been added increase utilization.
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EQUIPMENT USAGE PERCENTAGE ASSUMPTIONS

The ATS recommends that the 50 percent utilization rate for all equipment be increased. We believe the
original ABT studies showed utilization of 70 percent, and that is a more correct number to use in your
calculations.

EQUIPMENT INTEREST RATE ASSUMPTIONS — COST OF CAPITAL ASSUMPTIONS
CMS uses an interest rate of 11 percent in pricing medical equipment. We support the AMA RUC letter
that the utilization rate be reviewed frequently and that CMS spell out exactly the assumptions made in
assigning a utilization rate.

PRICING OF HIGH COST DISPOSABLE MEDICAL SUPPLIES

The ATS supports the AMA RUC:s letter that indicates that the 50 medical supplies priced at or above
$200 be reported separately with a J-code, or individually identified within the payment bundle and
repriced annually.

PHYSICIAN PRACTICE INFORMATION SURVEY DATA

The ATS agrees with the AMA RUC position that CMS utilize recent, reliable, and consistent practice
expense data for all specialties and health care professionals. We are most concerned that we had
previously asked to perform a practice expense study, and were told that CMS would not accept the data
because we were beyond the deadline. So we would be very concerned that radiology be given such a
substantial increase when we were told we would not be able to do a study and have the results reviewed.
This request was after the 8 specialties provided their data to CMS, and before AMA contracted with
Gallup for the current multispecialty practice expense survey.

TRHCA-SECTION 101(b): PQRI

ATS has encouraged its members to participate in the 2007 PQRI initiative, and believe that very few
members have been able to participate because of the significant cost to the practice, which is not
compensated by the 1.5% incentive to participate. Pulmonary has eight measures on the 2007 list of
performance measures: two each for COPD and Asthma, and four for Pneumonia. ATS is pleased to see
Inquiry regarding Tobacco Use, and Advising Smokers to Quit on the Table 20-Additional AQA Starter-
Set Measures on the list for 2008 PQRI (page 38202) quality measures. Especially with the transitioned
G0375, GO376 codes into CPT for smoking cessation counseling on January 1, 2008. The ATS continues
to encourage the membership to be aware of these smoking cessation counseling codes and use them for
patients requiring this service.

The ATS appreciates the opportunity to comment on the proposed rule under the Medicare Physician Fee
Schedule. Should you or your staff have any questions, please do not hesitate to contact me or Gary Ewart
at gewart(@thoracic.org or 202-296-9770.

Sincerelv.

AN (g‘d

David H. Ingbar, MD
President, American Thoracic Society

Cc: Kenneth Simon, MD, CMS
Edith Hambrick, MD, CMS
ATS Clinical Practice Committee
Diane Krier-Morrow, ATS Consultant



CMS-1385-P-10844

Submitter : Ms. Melissa Zinsmeister-Wilgus Date: 08/29/2007
Organization :  Columbus Children's Sports Medicine
Category : Health Care Professional or Association
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Mclissa Wilgus and | am a Certified Athletic Trainer in thc state of Ohio.

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am morc concerncd
that thcsc proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic trainer, I am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients reccive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsiblc for CMS, which is supposed to be
concerned with the health of Amcricans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in cnsuring patients receive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with oversecing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Meclissa Zinsmcister-Wilgus, MS,ATC,CSCS
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CMS-1385-P-10845

Submitter : Date: 08/29/2007
Organization :
Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

We are an independent physical therapy practice in Sioux City, IA. We currently employ S physical therapists. For 12 years we have received between 15 and 30
referrals per month from an independent orthpedic surgeon in town. In May of 2007 this surgeon joined a large physician group that owns a physical therapy
clinic. Sincc his departure from independent practice his referrals to our clinic have plumeted. He is a very busy orthopedic surgeon who routincly refers to
physical therapy. In August of 2007 we received | referral from him. Other independent physical therapists in the area report the same story. In fact patients we
have previously scen have reported to us that they have been encouraged to switch to this Dr.'s group practice. There have been many reports that the patients are
not given a choice unless they demand it even if they have been happy with where they have previously received therapy, in our clinic or clsewhere. The following
shows our referrals for the ycar from this particular orthopedic surgeon. ’

January 20,

Fcbruary 18,

March 16,

April 22,

May 8,

June S,

July 4,

August 1.

Now that he is a member of a large surgical group whose aggressive policy of keeping all services in house has greatly affected our independent practice as well as
other independent practices in the area. The intensity of this policy has escalated to the point where they are setting up physical therapy clinics in other locations.
It appcears they are trying to climinate all other choices for health care in our area.
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Submitter : Dr. Kari Bakeris
Organization:  Bakeris Family Chiropractic
Category : Chiropractor

Issue Areas/Comments

GENERAL

GENERAL

File codc CMS-1385-P "Tcchnical Corrections”
Centers for Medicare and Medicaid Services
Dcpartment of Health and Human Scrvices
Attention; CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Re: TECHNICAL CORRECTIONS

The proposcd rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be
rcimbursed by Medicarc for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. [am

writing in strong opposition to this proposal.

Whilc subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"red flags," or to also determine diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI

or for a rcfcrral to the appropriate specialist.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to
another provider (orthopedist or rhcumatologist, cte.) for duplicative cvaluation prior to referral to the radiologist. With fixed incomes and limited resources
scniors may choose to forgo X-rays and thus necded trcatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put,

it is thc patient that will suffer as result of this proposal.

I strongly urge you to table this proposal. These X-rays, if needed, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the

CMS-1385-P-10846

patient that will suffer should this proposal become standing regulation.

Sincerely,

Kari Bakeris, DC
Coralville, TA
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CMS-1385-P-10847

Submitter : Mr. Charles Liggett Date: 08/29/2007
Organization :  Spanaway Lake High School
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL

GENERAL
LETTER

Dear Sir or Madam:
[ am a Certificd Athlctic Traincr working in Washington State at a High School.

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concerned that thesc proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerned
that thesc proposcd rules will creatc additional lack of access to quality health care for my patients.

As an athlctic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform thesc scrvices and these proposed regulations attempt to eircumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reeeive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage thc CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Charles L. Liggett MS, ATC
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CMS-1385-P-10848

Submitter : Mr. Marcus Homer Date: 08/29/2007
Organization : Intermountain Healthcare
Category : Other Health Care Professional
[ssue Areas/Comments
Therapy Standards and
Requirements
Therapy Standards and Requirements

Dcar Sir or Madam:

My namc is Marcus Homcr and | am a certified athletic traincr. | work for Intermountain Healthcare in St. George, Utah. 1 work part time in a physical thcrapy
clinic with a physical therapist and I also work at an arca high school representing Intermountain Healthcare as an athletic trainer. 1 have ample cxperience in my
ficld including cmployment at the university level, professinal sports and clinical levels. I have earned a bachelors degree in athletic training and spanish. Also, I
havc a master of science in cducation degrec. Along with my National Athlctic Traincrs' Association certification and state licensure I know that I am qualified to
work as a qualificd hcalthcarc professional in physical medicine and rehabilitation.

1 am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While | am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform thesc scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Amcricans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS seems to have come to these proposed changes without clinical or finaneial justifieation, I would strongly encourage the CMS to consider the
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
thc proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Marcus Homer ATC/L, MSEd

Page 1648 0f 2934 August 302007 08:35 AM




CMS-1385-P-10849

Submitter : Mr. John Pomponio- Careccia Date: 08/29/2007
Organization : Poly Prep Country Day School
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is John Pomponio- Careccia and [ am a Certified Athletic Trainer at Poly Prep Country Day School. I have been certified for almost 1 year and hold
a Masters Degree in Sports Mcdicine/Athlctic Training. I provide first aid, theraputic cxercises and perform clinincal evaluations for aimost 1000 kids ranging
from 6th gradc thru 12th gradc on a daily basis.

I am writing today to voicc my opposition to the therapy standards and requircments in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While T am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that thesc proposed rules will create additional lack of access to quality health care for my patients.

As an athlctic trainer, I am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnee, and national ccrtification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that arc tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,

John Pomponio-Careccia, MS ATC
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CMS-1385-P-10850

Submitter : Dr. Christian Robertozzi : Date: 08/29/2007
Organization : American Podiatric Medical Association
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Scc Attachment

CMS-1385-P-10850-Attach-1.DOC
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70 250

| September 11, 2007, .| Deleted: August 29,2007

Herb B. Kuhn

Acting Administrator

Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Re:  Medicare Program; Proposed Revisions to Payment Policies Under the Physician
Fee Schedule, and Other Part B Payment Policies for CY 2008

Dear Mr. Kuhn:

On behalf of the American Podiatric Medical Association (APMA), the national
association representing more than 11,000 podiatric physicians and surgeons, I am
pleased to submit comments on a variety of issues addressed in the proposed rule
published July 12, 2007, which proposed changes to the Medicare physician fee schedule
(PFS) and other Medicare Part B payment policies.

Additional Codes from the 5 Year Review of Work RVUs

As discussed in the CY 2007 PFS final rule with comment period, CMS deferred for one
year the decisions on proposed changes to the work RVUs for 58 codes from the 5 Year
Review, either because they had not yet received the RUC recommendation or because
CMS suggested that the RUC re-evaluate the original recommendation. These additional
codes are still considered part of the 5 Year Review. CMS proposes to accept all but one
of the RUC recommendations, an acceptance rate of 98 percent. We believe the high
acceptance rate is a reflection of the RUC’s competence in determining the value of
physician work through a deliberative and equitable process that involves all specialties,
including podiatric medicine. We are proud to be a part of this process and we commend
CMS for recognizing the RUC’s value in the ongoing maintenance of the physician fee
schedule.

Included in the list of additional codes from the 5-year review are seven codes that
describe initial nursing facility care, subsequent nursing facility care and an annual
nursing facility assessment (CPT codes 99304-99310). Included in this family of codes
are services that are commonly performed by podiatrists. We strongly recommend
acceptance of the RUC recommendations in the final rule for these and other codes for
which CMS proposes to accept the RUC’s recommendations.




Proposed Conversion Factor Update for 2008

We continue to be concerned about the impact of the sustainable growth rate (SGR)
formula on payments for services under the fee schedule. Ironically, any increases in
work RV Us for the codes described above will be largely offset by the proposed -9.9
percent update of the conversion factor for 2008. While we do not have evidence of a
significant increase in the number of podiatrists who have placed limits on new Medicare
patients, we are concerned that could change if payments for all services are reduced
nearly 10 percent across the board in 2008. Clearly, if a reduction of this magnitude is put
into place, beneficiary access to physicians’ services will be adversely affected.

We urge CMS to use its discretion to revise the calculation of physician expenditures and
to support efforts in Congress to replace the SGR policy. Specifically, we do not think
physician expenditures should include the cost of prescription drugs furnished incident to
a physician’s service because including them in the estimates of spending under the fee
schedule holds physicians accountable for an expense that is largely outside their control
and one that is rising very rapidly. In addition, we believe that the estimate of physician
expenditures should be adjusted to account for increased outlays related to new national
coverage decisions. In our view, there is no difference between a change in law that
extends Medicare coverage and a change in national coverage policy initiated by CMS.

Budget Neutrality/Five-Year Review Work Adjuster

The Medicare statute requires that increases or decreases in relative value units (RVUs)
for a year may not cause the amount of expenditures for the year to differ by more than
$20 million from what expenditures would have been in the absence of these changes. In
2007, CMS created a new “work adjuster” to ensure budget neutrality following the
implementation of the improved work RVUs from the 2005 Five-Year Review of the
RBRVS, despite the vigorous opposition of virtually every specialty society. For 2008,
again CMS proposes to apply a work adjuster (0.8816 or -11.8 percent) to all work RVUs
to maintain budget neutrality rather than adjust the conversion factor.

We are opposed to the use of a work adjustor for the following reasons:

o It adds an extra element to the physician fee schedule payment calculation that
creates confusion and questions among the public who have difficulty using the
RVUs to determine a payment amount that matches the amount actually paid by
Medicare

e Adjusting the work RVUs affects the relativity of services. For example, if the
work RV Us are adjusted as proposed, it will disproportionately affect codes with
physician work that are commonly performed by pediatrists, such as E/M services
and surgical procedures.

e Adjusting the work RVUs has an adverse impact on other payers who use the
Medicare RVUs and their own conversion factors.

We recommend elimination of the work adjustor and an adjustment of the conversion
factor to maintain budget neutrality.




Physician Self-Referral Provisions

APMA believes the Stark law exists to eliminate incentives to make referrals for services
to the Medicare program. Congress authorizes CMS to create exceptions so that the
typical and desirable practice of medicine doesnt trigger a Stark violation. APMA
encourages CMS to remember that some arrangements improve patient care or the
efficiency of health care delivery more than they might create a risk for improper
referrals. APMA is concerned that CMS will restrict practices that benefit patient care
and health care delivery at a much greater level than they create a risk for incentivizing
referrals. If CMS knows of outliers abusing the system with referrals, then CMS should
use education and intervention first and, if necessary, then turn to criminal or civil law
enforcement, to address the individual problem. CMS shouldn't change the rules merely
on the theory that there could be abuse.

Therapy Standards and Requirements

CMS proposes updated qualification requirements for physical therapists (PTs),
occupational therapists (OTs), physical therapy assistants (PTAs) and occupational
therapy assistants (OTAs). CMS also proposes an expanded grandfathering policy under
which PTs, OTs, PTAs or OTAs who meet their respective State qualifications (or have
received State recognition as PTs, OTs, PTAs or OTAs) before January 1, 2008 would
not have to meet these updated qualifications.

In the proposed rule, CMS states that “It is not our intention to modify the policy that
requires physical therapy, occupational therapy, and SLP services furnished incident to a
physicians service to meet all the standards and conditions (except licensure) that apply
to therapists, as this policy is based on the section 1862(a)(20) of the Act. Rather, it is our
intention to assure that Medicare payment is made only for physical therapy,
occupational therapy, and SLP services provided by personnel who meet qualifications,
including consistent and appropriate education and training relevant to the discipline, so
that they are adequately prepared to safely and effectively treat Medicare beneficiaries.”

We appreciate this clarification and support the proposed changes related to education
and training. We also support the proposal to replace the current 30-day recertification
requirement for outpatient therapy with a 90-day recertification requirement. The 30-day
recertification requirement is an unnecessary burden that has not been shown to limit
therapy services.

Percentage Change in the Medicare Economic Index (MEI)

The Medicare Economic Index (MEI) is a measure of the cost of providing medical care.
The MEI values a "market basket” of inputs to the price of health care (salaries,
equipment, services, etc) to assess annual changes in the price of health care. The MEI is
used, in conjunction with the Sustainable Growth Rate formula to update the Medicare
physician fee schedule on an annual basis. The proposed rule includes a preliminary
estimate of the expected MEI update for CY 2008. The forecasted increase in the MEI is
1.9 percent, which includes a forecasted 1.5 percent productivity offset.




We object to the proposed 1.5 percent productivity offset which we believe is
significantly overstated. The expansion of Medicare reporting requirements for PQRI
(and other CMS initiatives) has reduced productivity in physicians’ offices. As described
below, we support the Physician Quality Reporting Initiative (PQRI). However,
successful reporting requires a significant new commitment by physicians and their office
personnel. We ask that CMS consider the adverse impact of the CMS reporting
requirements on physician productivity when the final MEI is calculated for 2008 and
reduce the size of the productivity offset.

Physician Quality Reporting Initiative (PQRI)

In Part II, Section T(c)(vii) of the proposed rule, the Centers for Medicare & Medicaid
Services (CMS) proposes to include measures in the final 2008 Physician Quality
Reporting Initiative (PQRI) quality measures selected from those listed in Table 22 that
are currently under development by the American Podiatric Medical Association
(APMA) and that achieve National Quality Forum (NQF) endorsement or American
Quality Alliance (AQA) adoption by November 15, 2007:

o Diabetic Foot and Ankle Care, Peripheral Neuropathy: Neurological Evaluation

« Diabetic Foot and Ankle Care, Peripheral Arterial Disease: Ankle Brachial Index
(ABI) Measurement

o Diabetic Foot and Ankle Care, Ulcer Prevention: Evaluation of Footwear.

Diabetes is the leading cause of lower extremity amputations, which are detrimental to a
Medicare beneficiary's quality of life as well as expensive for the Medicare program.
Despite widespread agreement among public health and medical experts

that an amputation could be prevented if a patient with diabetes receives quality foot and
ankle care, the number of amputations continues to rise. The three quality measures
developed by the APMA would encourage physicians and other practitioners to evaluate
diabetic patients for possible peripheral neuropathy, measure the ABI of diabetic patients
for possible PAD, and evaluate footwear of diabetic patients to prevent ulceration.

The evaluations and measurement can identify diabetic patients who have a particularly
high risk of lower extremity complications. The identification of patients who need
appropriate foot and ankle care would help address a gap in care that has allowed the
number of amputations to increase. Thus, the APMA believes that these three quality
measures should be included for reporting in the 2008 PQRI, and encourages CMS to
facilitate approval of all three measures by the NQF or the AQA prior to November 15,
2007.

The proposed rule lists the measures in Table 22 as “Podiatric Measures.” We
respectfully request that the title be revised to “Diabetic Foot and Ankle Measures” so
that other practitioners who treat diabetic patients will immediately recognize that these
clinically important measures are available to them under the PQRI.

We greatly appreciate CMS’ recognition of the APMA work in this area. We also
commend the CMS staff who have worked closely with us to refine the measures and to
have them considered for endorsement by the relevant organizations.




Conclusion

The APMA appreciates the opportunity to offer these comments. If you require
additional information, please contact Rodney Peele, Assistant Director for Health Policy
and Practice, at (301) 571-9200, extension 230.

Sincerely, X
Ny P,
Zzp /) 4 /
% M
L

Christian A. ertozzi, DPM
President, American Podiatric Medical Association




CMS-1385-P-10851

Submitter : Dr. Nike Taylor Date: 08/29/2007
Organization : Taylor Chiropractic
Category : Chiropractor
Issue Areas/Comments
GENERAL
GENERAL

Re: 410.32 Scction 1861 (r)(5): The proposed rule dated 7/12 contained an item underthe technical corrections section calling for the removal of the|paragraph that
allows payment for an x-ray ordered by a non-trcating physician when a Doctor of Chiropractor will usc the x-ray. I am in strong opposition to this groposal.
Whilc x-ray is not rcquired to detcct subluxation, in some cases the patient clinically requires an x-ray to rule out other pathologies or conditions that may
rcquire a change in the typce of trcatment required, alert the DC to recommend other imaging procedures, i.e. MRI, CT, a referral to a different typeq/fpractioner.
By restricting a Doctor of Chiropractic from referring directly to a radiology facility, the cost of health care increases because an additional doctor's visit is required
to obtain the prescription for the x-ray; the patient, who is likely in pain, needs to make a trip to another doctor's office, the testing and treatment is delayed. I
stronly urge you to table this proposal. These xs-rays, if needed are an integral part of the treatment plan of Medicare patients and it is ultimately thq patient that
will suffer should this proposal become a standing rcgulation. Sincerely, Dr. Nike Anne Taylor
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CMS-1385-P-10852

Submitter : Mr. Tony Curry Date: 08/29/2007
Organization : VA medical Center/Veterans Affairs
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL
GENERAL

I am asking that you reject to the proposed"Therapy standards and requircments in the CMS regulations (docket #1385-P).
[ work in the VA medical rending therapy to veterans.This would jeopardize the services I now render to needy vets.

As a Kinesiothcrapist, I am qualified to perform physical medicine and rehabilitation services. My education, clinical experience, and Registered stdtus insure that
my paticnts rcecive quality health care.
Sincerely,

Tony Curry, RKT

’
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CMS-1385-P-10853

Submitter : Dr. helmut cascorbi Date: 08/29/2007
Organization :  Case University Medical Center

Category : Physician

Issue Areas/Comments

GENERAL
GENERAL

1 urge that the increases of Mewdicare reimbursement be implemented. Most academic departments of Anesthesiology are in dire financial straits. THe training of
fururc Ancsthesiologists and anesthetic care in the USA in the future is in jeopardy! HF Cascorbi, MD,PhD, Professor of Anesthesiology.
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CMS-1385-P-10854

Submitter : Renee Breault Date: 08/29/2007
Organization:  Johnson State College
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Rence Breault, and 1 am a certified athletic trainer at Johnson State College in Vermont. I have been an ATC for 5 years, and have recently furthered
my cducation caming a Master of Science in Performance Enhancement, and Injury Prevention focused on all populations. With my Masters | also earned a
certification as a Performance Enhancement Specialist (PES).

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While [ am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that thesc proposcd rules will creatc additional lack of access to quality health care for my patients.

As an athlictic trainer, | am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services and these proposed regulations attempt to circumvent thosc standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
conccrned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reeeive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Rence A. Breault, MS, ATC, PES
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CMS-1385-P-10855

Submitter : Ms. Nancy Runyon Date: 08/29/2007
Organization : St Joseph Medical Center
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:
My Namg is Nancy Runyon and | am employed as an Athletic Trainer by St. Joseph Medical Center in Reading, PA. | received my masters dgree in education and
havc been certificd as an EMT for over 20 years. My qualifications surpass that of others in the same sctting as myself.

1 am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rchabilitation in hospitals and
facilities proposcd in 1385-P.

Whilc | am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that these proposed rules will create additional lack of access to quality health care for my paticnts.

As an athlctic traincr, [ am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My

cducation, clinical expericnee, and national ccrtification cxam ensure that my patients reccive quality health care. State law and hospital medical professionals have
dcemed me qualificd to perform these services and these proposed regulations attempt to circumvent thosc standards.

The lack of access and work force shortage to fill therapy positions is widely known throughout the industry. 1t is irrcsponsible for CMS, which is supposed to

be concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients reccive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the

recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercely,

Nancy E. Runyon, M. Ed, ATC, EMT
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CMS-1385-P-10856

Submitter : Mrs. Jeanie Neumeyer Date: 08/29/2007
Organization :  Vanderbilt Sports Medicine
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions
August 29, 2007

Dcar Sir or Madam:

My name is Jeanic Neumeyer, and [ work at the Vanderbilt Orthopaedic Institute in Nashville, TN. 1, along with 18 other Certified Athletic Trainers, work in
outpatient therapy as well as provide medical coverage to local high schools . We are all individuals with Master s Degrees, NATABOC certification, and state
licensure. Our rehabilitation modcl is one of the most efficient in the country and provides the patient the best care available as Athletic Trainers are utilized as a
team member with our physical therapists. The extensive training and education that we as athletic trainers have in the area of orthopaedics is a perfect fit in
outpatient therapy and far surpasses that of a PTA or PT tech.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

While I am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnee, national certification, and licensure ensure that my patients receive quality health care. State law and hospital medical professionals have
deemed me qualified to perform thesc services and these proposed regulations attempt to circumvent thosc standards.

The lack of access and workforee shortage to fill therapy positions is widely known throughout the industry. It is a disservice for CMS, which is supposed to be
concerned with the hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Jcanic M. Ncumeyer, ATC/L
Athlctic Traincr

Vanderbilt Orthopacdic Institutc
MCE, South Tower, Suitc 3200
Nashville, TN 37232
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Submitter : Dr. steven lysak
Organization : greenville anesthesiology p a
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Scc Attachment

CMS-1385-P-10857
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CMS-1385-P-10858

Submitter : Dr. David Oliver Date: 08/29/2007
Organization :  Anesthesiology Consultants of Columbia
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Pleasc support thc RUc recommendation for a 32% increase in anesthesiologist payments from Medicare, correcting the initial undervaluation of our services.
Thank you for addressing this. Wc look forward to continuing to be able to care for our elderly,
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CMS-1385-P-10859

Submitter : Dr. Jonathan Beathe Date: 08/29/2007
Organization :  Hospital for Special Surgery
Category : Physician
Issue Areas/Comments
Payment For Procedures And
Services Provided In ASCs
Payment For Procedures And Services Provided In ASCs

Leslic V. Norwalk, Esq.

Acting Administrator

Ccnters for Mcdicarc and Medicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Dcar Ms. Norwalk:

| am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. [ am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Mcdicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthcsia services. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS foliow through with the proposal in the Federal Register
by fully and immcdiatcly implcmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-10860

Submitter : Dr. richard Bend Date: 08/29/2007
Organization:  Mich. Chiro. Assn. International Chiro. assn.
Category : Health Care Professional or Association

Issue Areas/Comments
Technical Corrections

Technical Corrections

Dcar Govt. Employce, Believe it or not some of us citizens cannot afford the cost of x-ray or other examination fees so removing this option from us will create
yet another governmental hardship on those of us who can least afford it. I believe this idea is mis-guided thinking on some accountants part and penny wise
pound foolish. Maybc you should leave the doctoring to the Doctors and Quit meddeling.

Dr. Bend
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CMS-1385-P-10861

Submitter : Mr. Steven Foley Date: 08/29/2007
Organization:  Mt. Mansfield High School
Category : Academic

Issue Areas/Comments
GENERAL
GENERAL

To Whom It May Concern,

I'm an Athletic Trainer in Vermont currently working at a small high school. 1 am writing today to voice my opposition to the therapy standards and requirements
in regards to the staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P.

Whilc 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that these proposed rules will crcate additional lack of access to quality health care for my patients.

As an athletic traincr, 1 am qualificd to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnec, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform thesc services and thesc proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the indusiry. Tt is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Steven M Foley
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CMS-1385-P-10862

Submitter : Dr. Gopal Gadodia Date: 08/29/2007
Organization ; Atlantic CardioLink
Category : Other Health Care Provider

Issue Areas/Comments
Resource-Based PE RVUs

Resource-Based PE RVUs
Sce Attached

CMS-1385-P-10862-Attach-1.PDF
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1305 SOUTH HICKORY STREET
MELBOURNE, FLORIDA 32901
(321) 952-9009

FAX (321) 952-9005

August 28, 2007

Herb B. Kuhn, Deputy Administrator (Acting)
Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

Mail Stop: C4-26-05

7500 Security Boulevard

Baltimore, MD 21244-1850

Re: Proposed Revisions to Payment Policies Under the Physicians Fee Schedule,
and Other Part B Payment Policies for CY 2008

Dear Mr. Kuhn:

On behalf of Atlantic CardioLink and our 13 individual practicing cardiologists, we
appreciate the opportunity to submit comments to the Centers for Medicare & Medicaid
Services (“CMS”) regarding the “Resource-Based PE RVU’s” section of the above
referenced July 2, 2007 Proposed Rule. We are specifically concerned with the 2008-
2010 PE RVU'’s established for non-facility outpatient cardiac catheterization procedure
codes and the significant negative impact that could result for our practice and our patients
if these values are finalized for the 2008 Physicians Fee Schedule.

Atlantic CardioLink is an IDTF located in Melbourne, Florida, which was established in
1999 for outpatient cardiac cath services. This facility has 13 physicians successfully
utilizing its services. Atlantic CardioLink operates with just one cath lab suite in which we
perform about 1,000 procedures per year.

Atlantic CardioLink is a founding member of the Cardiovascular Outpatient Center Alliance
(COCA) and as such we have actively been involved in the work that COCA has
accomplished this year to collect and submit direct and indirect cost data to the AMA'’s
Practice Expense Review Committee (PERC) of the Relative Value Scale Update
Committee (RUC). Unfortunately, this process did not allow all of COCA's data to be
considered and resulted in PE RVU recommendations to CMS that severely undervalued
the direct and indirect costs associated with providing these procedures to our patients.

It is apparent from the July 2, 2007 Proposed Ruie that CMS has accepted the RUC
recommendations without considering the detailed direct cost information that COCA
provided to CMS in May 2007. The PE-RVU values set out in the July 2 Proposed Rule
would result in a draconian cut in reimbursement for cardiac catheterizations performed in




practice or IDTF locations. For example, if the 2007 conversion factor is applied to the
technical component of the primary three CPT codes for a Left Heart Cath (93510TC,
93555TC, and 93556TC) the reimbursement in 2008 would be cut by 32% and when fully
implemented the total reimbursement would be reduced by 49%. These reductions would
undoubtedly result in the closing of the majority of non-facility outpatient cardiac
catheterization labs in the country forcing all patients who now benefit from improved
access and lower costs into more acute hospital settings.

It has also come to my attention recently that reimbursement for outpatient hospital APC
rates (code 0080) have been proposed to receive an increase of 14.19% for 2008 while
the equivalent procedure performed in an outpatient IDTF setting will receive a decrease in
reimbursement by 32.18%.

| am requesting that CMS review the additional cost data provided by COCA and establish
PE RVU's for outpatient cardiac catheterization procedures that more reasonably reflect
the direct and indirect costs of providing these procedures. If the proposed RVU's are
allowed to stand, the outcome will inevitably that will cost the Medicare program more in
direct APC payments and Medicare patients more in higher deductibles and co-insurance.

Thank you for this opportunity to comment on this important issue.

Sincerely,

Gopal Gadodia, MD
Medical Director



CMS-1385-P-10863

Submitter : Dr. Margaret Sedensky Date: 08/29/2007
Organization :  University Hospitals of Cleveland
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P

Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schedule. Tam grateful that CMS has
rccognized the gross undervaluation of ancesthesia services, and that the Agency ts taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the lopg-standing
undcervaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical carc, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10864

Submitter : Dr. Mark Lantz Date: 08/29/2007
Organization : Anesthesiology, PA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslic V. Norwalk, Esq.
Acting Administrator

Centers for Mcdicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of S-Ycar Review)

Dcar Ms. Norwalk:

1 am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

[n an cffort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia scrvices. 1am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts havc access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Mark S. Lantz, MD
12200 Orchard Hill
Edcn Prairie, MN 55344
Ancsthesiology, PA
952-929-1643
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CMS-1385-P-10865

Submitter : Mr. Daniel Hinely Date: 08/29/2007
Organization :  Armstrong Atlantic State University
Category : Other Health Care Professional
Issue Areas/Comments
Therapy Standards and
Requirements

Therapy Standards and Requirements

Dear Sir or Madam:

My name is Daniel R. Hinely and I am the head athletic trainer for Armstrong Atlantic State University in Savannah, GA. As the head athletic trainer | am
responsible for the healthcare of all the student-athletes at AASU. My job is not an easy one and requires long hours, seven-day work weeks, traveling on buses
for hours at a time, on top of making sure my athletes are stay healthy enough to compete at a high level. 1 take pride in what 1 do and in return my job has been
very rewarding. My educational and professional background includes both bachelor s and a master s degrees, a national certification, as well as state licensure. I
have devoted many years assuring that 1 practice my profession to the highest standards possible and hope that you recognize this as well.

[ am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will creatc additional lack of access to quality health care for my patients.

As an athlctic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Amcricans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS secms to have come to thesc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
thc proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccercly,

Daniel R. Hincly, MEd, LAT, ATC
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CMS-1385-P-10866

Submitter : Andrea Jette Date: 08/29/2007
Organization : U-32 Junior-Senior High School
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My name is Andrca Jette and [ am a newly certified and licensed Athletic Trainer in the state of Vermont. 1 recieved my dream job as soon as I finished my 4
years of college at the University of Vermont. |am currently working at U-32 Junior-Senior High School as the Head Athlctic Trainer and Assistant Athletic
Dircctor..

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc I am concerned that these proposcd changges to the hospital Conditions of Participation have not received the proper and usual vetting, T am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for my paticnts.

As an athictic trainer, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpcericnec, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Andrca Jetie, ATC
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CMS-1385-P-10867

Submitter : Dr. Jerry Crawford i Date: 08/29/2007
Organization : Gulf Shore Anesthesia Associates

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Ccnters for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Iam grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this eomplicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia scrvices stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionatcly high Medicare populations.

In an cffort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia scrvices. [ am pleased that the Agency accepted this recommendation in its proposed rule, and [ support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Jerry Crawford, MD
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CMS-1385-P-10868

Submitter : Mr. Larry Johnson Date: 08/29/2007
Organization : Tulsa Hand Therapy
Category : Occupational Therapist

Issue Areas/Comments

TRHCA-- Section 201: Therapy
Cap$

TRHCA-- Section 201: Therapy Cap$S

Ccntcrs for Medicare & Mcdicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244

RE: CMS-1385-P

08/29/07

Dcar CMS Representative:

1 am writing this lctter to cxpress my concern regarding the proposed Medicare Fee Schedule (MPFS) revision that will dramatically affect the reimbursement of
Physical and Occupational Therapy services provided to the elderly patients in my community.

This proposcd method for reduction in payment will undoubtedly result in lack of patient access to necessary medical rehabilitation that prevents higher cost
intcrventions, such as surgery and/or long term inpatient care.

I understand that thc AMA, thc American Physical Therapy Association, and the American Occupational Therapy Association, as well as other organizations are
preparing an alternative solution to present to congress. Please give this information much consideration and preserve these patients right to adequate and
nccessary medical care.

Sincercly,

Larry Johnson, MSA, OTR/L, CHT
Dircctor
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CMS-1385-P-10869

Submiitter : Dr. J. Michael Evans . Date: 08/29/2007
Organization :  Greenville Anesthesiology

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention; CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Dcar Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

in an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticats havc access to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
Sincerely,

J. Michacl Evans, M.D.
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CMS-1385-P-10870

Submitter : Dr. David Longnecker Date: 08/29/2007
Organization :  Dr. David Longnecker
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Physician Payment for Anesthesia Services. See Attachment

CMS-1385-P-10870-Attach-1. RTF
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# 10870

August 29, 2007

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P; Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

| write to support for the proposal to increase anesthesia payments under the 2008 Physician
Fee Schedule. | am grateful that CMS has finally recognized the long-standing undervaluation
of anesthesia services, and that the Agency plans to address this issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment for
anesthesia services stands at just $16.19 per unit. This amount does not cover the cost of
caring for our nation’s seniors, and is creating an unsustainable system in which
anesthesiologists are being forced away from areas with disproportionately high Medicare
populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the
anesthesia conversion factor to offset a calculated 32 percent work undervaluation—a move
that would result in an increase.of nearly $4.00 per anesthesia unit and serve as a major step
forward in correcting the long-standing undervaluation of anesthesia services. Implementation
of the RUC’s recommendation would begin to address at least one of several disparities
regarding physician payment for anesthesia services, and | support this initial step in the
process.

To ensure that some of our sickest and most vulnerable patients (i.e., those eligible for
Medicare) have access to expert anesthesiology medical care, it is imperative that CMS follow
through with the proposal in the Federal Register and fully implement the anesthesia conversion
factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Sincerely,

David E. Longnecker, MD
2 Horn Point Court
Annapolis MD 21403
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CMS-1385-P-10871

Submitter : Dr. Lydia Grondin Date: 08/29/2007
Organization : Fletcher Allent Health Care
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Decar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Iam grateful that CMS has
rccognized the gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When thc RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increasc the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia scrvices. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immecdiately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter,
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CMS-1385-P-10872

Submitter : Mr. Doug May Date: 08/29/2007
Organization :  McCallie School

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

Without outrcach for athletic training many of our coutry's youth would have no care during athletic events. I see this everytime we compete vs other schools who
do not have a full time athictic trainer at their institution

| am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While [ am conccrned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concermcd
that these proposced rules will create additional lack of access to quality health care for many.

As an athletic traincr, [ am qualificd to perform physical medicine and rchabilitation scrvices, which you know is not the same as physical therapy. My education,
clinical experience, and national certification cxam cnsure that my athlctes receive quality health care. State law and hospital medical professionals have decmed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring athletes receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommcendations of those professionals that are tasked with overseeing the day-to-day health care needs of their athletes. 1 respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,

Doug May, ATC

Athlctic Trainer
McCallie School
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CMS-1385-P-10873

Submitter : Miss. Stephanie Lennon Date: 08/29/2007
Organization :  Oak Ridge High School
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:
I'am a ccrtificd and licensed athletic trainer at Oak Ridge High School in Orlando, Florida.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that thesc proposcd rulcs will create additional lack of access to quality health carc for my patients.

As an athlctic trainer, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the samc as physical therapy. My education,
clinical cxpericnee, and national certification exam cnsurc that my patients receive quality health care. State law and hospital medical professionals have decmed
me qualificd to perform thesc scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Amcericans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Stephanic A. Lennon, MS, NBCT, ATC, LAT
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CMS-1385-P-10874

Submitter : Mr. Jeff Kimak Date: 08/29/2007
Organization :  Athletico LTD
Category : Other Health Care Provider
Issue Areas/Comments
GENERAL
GENERAL
Dear Sir or Madam:

[ am a graduate of [{linois Statc Univerisity and am a certified athletic trainer and have been for the past 14 years. | am currently employed by AthletiCo.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While | am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will ereate additional lack of access to quality health carc for my patients.

As an athletic traincr, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health carc. State law and hospital medical professionals have deemed
mge qualificd to perform these scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irrespansible for CMS, which is supposed to be
concerncd with the health of Americans, cspeeially those in rural arcas, to further restrict their ability to reccive those scrvices. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring paticnts receive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial justification, | would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Jeff Kimak, ATC
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CMS-1385-P-10875

Submitter : Mr. Bruce Bjornson Date: 08/29/2007
Organization:  Mr. Bruce Bjornson
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background

August 20, 2007

Office of the Administrator

Centers for Medicarc & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Decar Administrator:

As a member of the Amcrican Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Mcdicarc Part B providers can continue to provide Medicare beneficiarics with access to anesthesia services.

This incrcase in Medicare payment is important for several reasons.

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other hcalthcare scrvices for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Mcdicare Part B reimburses for most scrvices at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
market rates.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007. However, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

7 Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit ancsthesia service in 2008 will be reimbursed at a rate about 17% below 2006 paymcent levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. [ support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increasc the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

_Brucc Bjormson CRNA
Name & Credential
__3670 Brookficld Lanc
Address

_Idaho Falls, Idaho 83404
City, Statc ZIP
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CMS-1385-P-10876

Submitter : Dr. Thomas Hill Date: 08/29/2007
Organization : North Carolina Society of Anesthesiologists
Category : Physician
Issue Areas/Comments
Background
Background

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

As President of the North Carolina Society of Anesthesiologists, I have visited 15 practices in rural areas of North Carolina, in the last 4 months. The percentage
of the paticnt population insured under either Medicare, or Medicaid continues to grow in all of these practices. The physicians serving those patients are relying
on income and support from CMS and the state-sponsored programs related to Medicaid. As the population continues to grow in North Carolina- it is clear that
the retircment age percentage will rise disproportionately to the younger members. Our state faces a potatial shortage of physicians to care for these citizens.

I 'am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule.

Today, morc than a decade since the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $16.19 per unit.

CMS can assist thesc rural practice physicians in sustaining the access to quality care through reimbursement improvement.

Thank you for your considcration of this serious matter.

Thornas R. Hill, MD

President, North Carolina Socicty of Anesthesiologists
Hickory, North Carolina
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CMS-1385-P-10877

Submitter : Dr. Andrew Goins Date: 08/29/2007
Organization:  ASA Member
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Decar Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Iam grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issuc.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
othcr physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Mcdicare populations.

In an cffort to rectify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia scrvices. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Sincerely,
Andrew Goins, D.O.

CMS-1385-P
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CMS-1385-P-10878

Submitter : Mr. Scott DeGraff Date: 08/29/2007
Organization :  AthletiCo, LTD
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I am a certified athletic trainer with a masters degree in athletic training and exercise physiology. 1 currently work for AthletiCo, Ltd., as an assistant athletic
trainer. [ have been an athletic trainer for 6 years in various settings from hospitals, to high schools, and even professional sports.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While T am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposed rules will ercate additional lack of access to quality health care for many patients.

As an athlctic traincr, 1 am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State Jaw and hospital medical professionals have deemed
me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of aceess and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concemed with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with oversecing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,
Scott DeGraff, M.S., ATC
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CMS-1385-P-10879

Submitter : Mr. Edward Duag Date: 08/29/2007
Organization : VA hospital Long Beach

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL

GENERAL
RE: Docket #1385-P Therapy Standards and Requirements, Physician Self-Referral Provisions

BRIEF INTRO ABOUT SELF: I am Edward Duag and | am a Registered Kinesiothcrapist @ the VA in Long Beach. [ am currently working in the Driver
training and Acute GMS clinics. I am ccrtified as a Kincsiotherapist, have a BS in Kinesiotherapy, a minor in Psychology and am trained as a driver trainer.

1 am writing today to voice my opposition to the proposcd therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals
and other facilitics proposcd in Federal Register issuc #1385-P. As a Kincsiothcrapist, I would be excluded from providing physical medicine and rchabilitation
scrvices under these rules.

I'am conccrned that these proposed rules will create additional lack of access to quality health care for my patients. This is particularly important because my
collcagucs and I work with many wounded Veterans, an increasing number of whom are expected to receive services in the private market. Thesc Medicare rules
will have a detrimental effect on all commercial-pay patients because Medicare dictates much of health care business practices.

I belicve these proposed changes to the Hospital Conditions of Participation have not received the proper and usual vetting. CMS has offered no reports as to why
these changes are necessary. There have not been any reports that address the serious economic impact on Kinesiotherapists, projected increases in Medicare costs
or paticnt quality, safcty or access. What is driving these significant changes? Who is demanding these?

As a Kincsiothcrapist, I am qualified to perform physical medicine and rehabilitation scrvices. My education, clinical experience, and Registered status insure that
my patients reccive quality health care. Hospital and other facility medical professionals have deemed me qualified to perform these services and these proposed
rcgulations attcmpt to circumvent thosc standards and accepted practices.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the health care industry. It is irresponsible for CMS to further
restrict PMR scrvices and specialized professionals.

It is irresponsible for CMS, which is supposed to be concerncd with the health of Americans, especially those in rural arcas, to further restrict their ability to
receive those services. Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS
to reconsider these proposed rules. Leave medical judgments and staffing decisions to the professionals. I respectfully request that you withdraw the proposed
changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,
Edward Duag, RKT
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CMS-1385-P-10880

Submitter : Ms. Linda Wappner Date: 08/29/2007
Organization : NATA
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL

Dear Sir or Madam:

My namec is Linda Wappncr MS, ATC and 1 employed by Munising Memorial Hospital in Munising, MI. This is a rural community which struggles to fill
Physical Therapy positions. We currently have a waiting list of 21 patients which will not be seen in the next 2-3 weeks. It has been frustrating in patient care
due to the limitations CMS has placed on Athletic Trainers. 1 would encourage you to view the problems in rural communities before making these decisions.

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc [ am concerned that thesc proposed changes to the hospital Conditions of Participation have not recetved the proper and usual vetting, I am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic traincr, T am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widcly known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have comc to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
rccommendations of thosc profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changces rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Linda Wappner MS, ATC
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CMS-1385-P-10881

Submitter : Mr. Michael Fabbri Date: 08/29/2007
Organization : Henry Ford Health System
Category : Other Practitioner

Issue Areas/Comments

Therapy Standards and
Requirements

Therapy Standards and Requirements

Dcar Sir or Madam:

[ am a Certificd Athletic Trainer at Henry Ford Health System. My title as the Center for Athletic Medicine outreach coordinator makes me responsible for the
athletic trainers that provide services to local high schools and other programs for the community to prevent injuries and to improve the health of those
individuals. Another part of my job is to work together with our Physical Therapist to provide the best care for our patients. This includes meeting on a weekly
basis to discuss thc status of thc patient and determine if any changes need to be made. This gives the patient the expertise of both our professions to help them
recover from their injuries quicker and with less chance of re-injury. I have been a certified Athletic Trainer for 20 years. I graduated with a bachelor s degree in
Sports Medicine that included courses in anatomy, physiology, therapeutic techniques, evaluation techniques and other medically related subjects. I was certified
by thc National Athletic Traincrs Association (which is now the Board of Certification) in February 1986. I am writing today to voice my opposition to the
therapy standards and requiremcnts in regards to the staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P.

Whilc I am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the hcalth of Amcricans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in cnsuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, [ would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day to day health care needs of their patients. I respectfully request that you withdraw
the proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Michacl A. Fabbri ATC
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CMS-1385-P-10882

Submitter : Jeff Martinez Date: 08/29/2007
Organization : University Sports Medicine
Category : Other Practitioner

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My namc is Jeff Martinez. 1am a Certified Athletic Traincr and the Supervisor of Sports Medicine for the University of Mississippi Medical Center in Jackson,
Mississippi.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concemed that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients,

As an athlctic trainer, T am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform these services and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to be
concerned with the health of Amcricans, cspecially those in rural arcas, to further restrict their ability to reccive thosc services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that arc tasked with oversecing the day-to-day health carc needs of their patients. 1 respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Jeff Martincz, MAT, ATC

Supervisor of Sports Mcdicine
University of Mississippi Mcdical Center
2500 N. Statc St

Jackson, MS 39212

601-984-6519
Jjmartincz@orthopedics.umsmed.cdu
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CMS-1385-P-10883

Submitter : Mr. John Eaton Date: 08/29/2007
Organization : University of Pittsburgh at Bradford
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My name is John Eaton, I am a ccrtificd athletic trainer, and I am currently employed at the University of Pittsburgh at Bradford. Ihave been certified by the
NATABOC for over 18 years and have worked in the clinical setting for 16 of those years. Due to all of the changes and issues with CMS, I was forced to find
cmployment that would be securc for myself and my family (1 am married and have 3 children). Additionally, I am taking graduate courses for my Masters degree
while working full time.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc [ am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for active individuals. As Baby Boomers continue to get older and stay active,
they arc likely to sustain musculoskeletal injuries that will requirc treatment and rehabilitation. It is unfair and unjustified to limit their access to qualified
healthcare professionals for care, especially if they live in a rural area where their choices are few and limited already.

As an athlctic traincr, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical profcssionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring paticnts receive the best, most cost-effective treatment available.

Since CMS scems to have comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc profcssionals that are tasked with overseeing the day-to-day hcalth care needs of their patients. I respectfully request that you withdraw
the proposcd changges rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility.

Sincercly,

John R. Eaton, ATC
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CMS-1385-P-10884

Submitter : Dr. Shanaj Khalique Date: 08/29/2007
Organization :  Dr. Shanaj Khalique
Category : Chiropractor
Issue Areas/Comments
GENERAL
GENERAL

Centers for Medicare and Mcedicaid Services
Dcpartment of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Re: TECHNICAL CORRECTIONS

The proposed rule dated July 12th contained an item under the technical corrections section calling for the eurrent regulation that permits a beneficiary to be
reimbursed by Medicarc for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1am
writing in strong opposition to this proposal.

Whilc subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"red flags," or to also determine diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI
or for a rcferral to the appropriate specialist.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to
another provider (orthopedist or rheumatologist, etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources
seniors may choosc to forgo X-rays and thus needed treatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put,
it is the paticnt that will suffer as result of this proposal.

I strongly urgce you to table this proposal. These X-rays, if needed, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the
paticnt that will suffcr should this proposal become standing regulation.

Sincercly,
Shanaj Khalique,D.C.
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CMS-1385-P-10885

Submitter : Ms. Christina Mascaro Date: 08/29/2007
Organization : Andrews Sports Medicine

Category : Other Health Care Professional

Issue Areas/Comments

Background
Background

Dcar Sir or Madam:
My namc is Christina Mascaro, currently a Certified Athletic Trainer and Clinical Assistant at Andrews Sports Medicine & Orthopaedic Center. 1 have completed

a Bachclor's degree in Athlctic Training and a Master's degree in Sport Management. In my position, I provide health care to medicare and medicaid patients cach
day under the supervision of a physician.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While | am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will creatc additional lack of access to quality health care for my patients.

As an athletic trainer, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,

Christina Mascaro, ATC, MS
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CMS-1385-P-10886

Submitter : Dr. Kenneth Rogers Date: 08/29/2007
Organization :  University of Pennsylvania

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL

Dcar Sir or Madam:

BRIEF INTRO ABOUT SELF ic. Whcere you work, what you do, cducation, ccrtification, ctc.

[ am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rchabilitation in hospitals and
facilitics proposed in 1385-P.

While | am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that thesc proposed rules will crcate additional lack of access to quality health care for my patients.

As an athletic trainer, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpcricncce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform thesc scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Amcricans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, | would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposed changces related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Kenneth Rogers, PhD, ATC, CCRP
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CMS-1385-P-10887

Submitter : Miss. Lynn Toerge Date: 08/29/2007
Organization :  Hampton Schoel District

Category : Other Health Care Provider

Issue Areas/Comments

GENERAL
GENERAL

Dear Sir or Madam,
I have been the Certified Athlctic Trainer in the Hampton School District in Pittsburgh, PA for 25 years.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that thesc proposed rules will create additional lack of access to quality health care for my patients.

As an athlctic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification exam cnsure that my patients reccive quality health care. Statc law and hospital medical professionals have deemed
mc qualificd to perform these scrvices and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most eost-effcctive treatment available.

Since CMS secms to have come to these proposed changes without clinical or financial justification, [ would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respeetfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Lynn Toerge, ATC
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CMS-1385-P-10888

Submitter : Mr. Peter Guilfoyle Date: 08/29/2007
Organization :  Lyndon State College Athletic Training Department

Category : Comprehensive Outpatient Rehabilitation Facility

Issue Areas/Comments

GENERAL
GENERAL

Dcar Sir or Madam:

1 am the Head Athlctic Trainer at a small collcge in the northcast region of vermont. Like all Athletic Trainers, I have a bachelors degrec in sports medicine with a
focus on athictic training. I am certified by the national athlctic trainers association and hold a licensc to practice in the state of Vermont within the provisions of
physical medicinc and rehabilitation.

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concerncd that these proposcd changes to the hospital Conditions of Participation have not rcceived the proper and usual vetting, | am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical thcrapy. My education,
clinical experience, and national certification exam cnsurc that my paticnts receive quality health care. State law and hospital medical professionals have dcemed
me qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concermed with the health of Americans, cspecially those in rural areas, to further restrict their ability to reccive thosc services. The flexible current standards of
staffing in hospitals and othcer rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, T would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with oversecing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Peter A. Guilfoyle, ATC
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CMS-1385-P-10889

Submitter : Mrs. Kathleen Williams Date: 08/29/2007
Organization : Excel Sports Medicine
Category : Health Care Professional or Association

Issue Areas/Comments

Therapy Standards and
Requirements

Therapy Standards and Requirements

Dcar Sir or Madam:

My namec is Kathleen Williams and | work for Community Mecrey Health Partners in Springfield, OH. 1 am an athletic trainer in a clinical setting for physical
therapy. | have a BS in Sports Mcdicince and a MA in Counscling. 1am certificd by the National Athletic Traincrs Association to work as a Certified Athletic
Trainer.

I am writing today to voicc my opposition to the therapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am morc concerned
that thesc proposcd rules will create additional lack of access to quality health carc for my patients. '
As an athlctic traincr, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnee, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffcctive trcatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc profcssionals that are tasked with oversceing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes rclated to hospitals, rural clinics, and any Medicarc Part A or B hospital or rchabilitation facility.

Sincerely,

Kathlcen M., Williams, MA, ATC, CSCS
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CMS-1385-P-10890

Submiitter : Mr. Walter Smith Date: 08/29/2007
Organization : Indiana University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
Dcar Sir or Madam:

My name is Walter Kip Smith and | am the Head Athletic Trainer at Indiana University. | am credentialed as having certification through the National Athletic
Trainers Association Board of Certification and Licensed to practice Athletic Training in the State of Indiana.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that thesc proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Amecricans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilitics are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have comge to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommcndations of thosc professionals that are tasked with oversceing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changces relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Walter Kip Smith, MEd, LAT, ATC
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CMS-1385-P-10891

Submitter : Miss. Marcie Fyock Date: 08/29/2007
Organization :  Clarion University of Pennsylvania
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

1 feel the CMS decision to change how hospitals staff their clinics and rehabilitation departments will negatively affect the athletic trainer who is currently working
in this position and who is beyond qualified to be in this work sctting. 1am disappointed that this change has been proposed and 1 can only hope that the

certified athletic trainer will be protected in this ordeal and that their qualifications will be respected and they will continue to include hospital clinics and
rehabilitation departments as their employment scttings. 1 will be very upset to see this change. The certified athletic trainer provides a tremendous service to the
paticnts and clients that they intcract with.

Page 1691 of 2934 August 302007 08:35 AM




CMS-1385-P-10892

Submitter : Date: 08/29/2007
Organization :
Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

[ my past cxpericnce working for physcians, the providing doctors unethically refer all of their patients to physical therapy, using their own services exclusively.

[ havc been in the unfortunate position of treating patients who did not require services, but the owner of the practice insisted on their treatment. The owner of
the practicc, the providing MD, also dictated frequency and D/C planning as well.  Working for MD's in the past, I was required to treat 4-6 paticnts cvery hour
and was granted approx 30-40 minutes for a new patient. [n my expericnce [ have witnessed MD's supplementing their lower reimbursement rates by employing
PT's, increasing their productivity to irrational levels and providing a less than competitive salaries. As a new grad I was professionally burned out by a MD
owned PT practicc, an experience [ have yet to fully recover from. T have treated pt's with untreatable diagnoses or with unreasonable expectations laid out by the
referring provider.  MD owned practices where I was employed have displayed zero regard for Medicare regulations, when they apply to one-on-one care versus
group trcatments. Being a physical therapist for only four years to date, I can honestly state that 99.9% of MD owned practices in my area practice in unethical
manners, not only to their paticnts, but to their therapists as well. MD's do not concern themselves with the process of physical therapy and the demands on the
therapists, only the bottom line. I have lost the enthusiasm I originally had for my profession for many reasons, but mostly secondary to my experiences

working in MD owned clinics. 1 have been put in numerous uncthical situations, provided poor care at times and made careless mistakes in these settings because
of the unrcasonable productivity demands of those practices. How can any therapist, ncver mind an entry level one, provide quality care to 4-6 patients at a time
and grow as a profcssional. There are many aspects to healthcare that require scupulous examination, but the issue of physician self referral is an important one to
thosc practicing as physical and occupational therapists. The MD's are infringing on our rights and practice acts, using their so-called superiority to justify their
actions. Their practice methods need to be put into check and made to realize that physical therapy is not a financial tool, but a way to better the lives of all those
who walk through our doors. Just cxamine the history of PT and roles we have played since WWI to realize the importance of PT's. We are the one's who are
with the paticnts day in and day improving their function, while MD's rcap the financial benefits. 1 hope my experiences, though limited, are helpful in
cxamining this important and cthical dilemma that is severely effecting the practice of physical therapy.
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CMS-1385-P-10893

Submitter : Miss. Wendy Larson Date: 08/29/2007
Organization:  Robert Packer Hospital
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My namc is Wendy Larson and I am a certificd athletic trainer. I am employcd by the Robert Packer Hospital and they contract me out to Towanda H.S. 1
reccived my B.S. at SUNY Brockport and then went on to completc the NATA's cerificatiion test to become a certified athletic traincr.

I am writing today to voicc my opposition to the thcrapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc [ am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerned
that thesc proposed rulcs will create additional lack of access to quality health care for my paticnts.

As an athletic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
conccrned with the health of Americans, especially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and othcr rchabilitation facilitics arc pertinent in ensuring paticnts receive the best, most cost-effective treatment available.

Since CMS scems to have comce to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
reccommendations of thosc profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. | respectfully request that you withdraw
thc proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccerely,

Wendy Larson, ATC, LMT (and/or other credentials)
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Submitter : Dr. Kenneth Majkowski
Organization : RxHub, LLC
Category : Health Care Industry

Issue Areas/Comments

Proposed Elimination of Exemption
for Computer-Generated
Facsimiles

CMS-1385-P-10894

Proposed Elimination of Exemption for Computer-Generated Facsimiles

Sce attachment

CMS-1385-P-10894-Attach-1.PDF

CMS-1385-P-10894-Attach-2.PDF
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RXHUB"

Where the Prescribing industry Connacts

August 29, 2007

Centers for Medicare and Medicaid Services
U.S. Department of Health and Human Services
Attention: CMS-1385-P

P.O. Box 8018 -
Baltimore, MD 21244-8018

Dear Sir or Madam,

RxHub, a leading supplier of content, connectivity and interoperability in the ePrescribing space,
appreciates the opportunity to submit comments on the Exemption to Foundation Standard
Requirements for Computer-Generated Facsimiles found starting on page 38194 of proposed rule CMS-
1385-P dated July 12, 2007.

RxHub has reviewed the proposed rule to eliminate the exemption allowing computer generated faxes
to transmit prescriptions with great interest. Because we are a utility that delivers data between payers,
physician technology systems, pharmacy networks and pharmacies, this proposed ruling could
potentially affect many constituents working with RxHub today. We have had numerous conversations
as to how the proposed rule might affect our various participants and would like to take this opportunity
to comment.

First and foremost, RxHub supports state and federal rulings that would accelerate the adoption and use .. - . Ll
of electronic prescribing. We feel that the general intent of this proposed regulation is to attempt to EEREEEE
positively influence ePrescribing adoption and use. However, we feel that the proposed regulation is
problematic as it is written for several reasons, as outlined below.

One issue with proposed rule is that the language is very unclear. The proposed rule as.it stands does. . SR
not precisely define what is meant by computer-generated faxes. In fact, the definition seems to vary - :
throughout the document. We recommend that future guidance be clarified as to what is specifically -~

meant by computer-generated faxing, so as to eliminate some of the confusion and.’prob_lé_ms_ this will .

create in implementation, as discussed below. L T

The timing of this proposed rule is problematic, due to the fact that the industry is working on an

implementation timetable built around the requirements of e€Prescribing standards adoption spelled out
in the Medicare Modernization Act of 2003 (MMA). Having this exemption eliminated in 4/1/2009 when
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the rest of the standards take effect may be more reasonable. How will this ruling affect the planned
adoption date of April 1, 2009 of all the ePrescribing standards that will be promulgated by MMA? Will
physicians be confused that this ruling is the new ePrescribing rule since it is tied to a differential
reimbursement? MMA ePrescribing pilots suggest that the standards to be adopted in the next round of
rulemaking in 2008 include Eligibility, Formulary and Benefits and Medication History in addition to the
prescription transactions. A recent Gorman study on the Adoption of ePrescribing states that 70% of the
economic value created by ePrescribing is derived in the decision support information delivered by the
Eligibility, Formulary and Benefits and Medication History transaction standards. Why is only a subset of
these standards being addressed early? it seems that since the implementation date of these additional
standards is no more than 15 months later, CMS should be syncing up the implementation dates of all
these standards as part of the overall ePrescribing implementation in the next round of rulemaking. We
recommend that this exemption be eliminated in 2009, to be in sync with the adoption of standards
emanating from the pilot testing as required by the MMA.

RxHub also believes that eliminating the computer-generated fax exemption at this time could seriously
disadvantage both physicians and community pharmacies. Although this proposed rule seems to be
aimed at increasing adoption by physicians, for example, physicians are at the mercy of their technology
vendor to upgrade the vendor’s ePrescribing module. A 1/1/2008 implementation date is unreasonable
because most technology vendors have aiready planned and frozen releases well into 2008. As a result,
physicians may be unable to.comply with the proposed rule, even if they want to. Community
independent pharmacies also have been slower to implement true EDI solutions. In our view, this
proposed rule could significantly disadvantage the community independent pharmacy that does not
have resources to implement a true EDI solution for the first time, uses a pharmacy technology vendor
that has chosen not to implement a true EDI-solution for ePrescribing at this time that is NCPDP SCRIPT
based, or would like to implement such a solution by January 1, 2008 ,but cannot do so because of
resource constraints either by the pharmacy technology vendor or the transacting pharmacy network.
In order to minimize the potential adverse effects on physicians and community pharmacies, RxHub
again recommends that this exemption be eliminated in sync with the adoption of the other MMA
ePrescribing standards.

These definitional and timing problems also create a variety of issues that may lead to unintended
consequences in implementation. These will serve as barriers to ePrescribing adoption or create

confusion in the industry, create workflow problems in pharmacies and physician offices and lead to S : S

potential enforcement problems. For example:

e Pharmacies must communicate prescription renewals and changes to clinicians. _Wil_l_
pharmacies that have implemented the NCPDP SCRIPT standard and can transact in-an EDI

format be prohibited from e-faxing to physician technology systems that are not NC_P_DP SC_RIP_-T-_ i
enabled? In other words, must a pharmacy revert to paper faxing to this physic_ian’population? L

Will a pharmacy not implemented to the NCPDP SCRIPT standard be able to e-Fax a phy_sician
technology system that is also not implemented? This scenario would punish the NCPDP SCRIPT .|
implemented pharmacy and may slow down the adoption by the Nation’s pharmacies.
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* Inthe reverse scenario, will physician technology systems that are implemented to the NCPDP
SCRIPT standard need to send a paper fax to pharmacies that are not implemented to the
NCPDP SCRIPT standard? Might physician technologies look to slow the process to implement
to the ePrescribing standards in this case?

* How does the pharmacist or physician know if the fax received on their fax machine is e-fax
generated or paper fax generated? If a NCPDP SCRIPT implemented pharmacy receives a fax
from a NCPDP SCRIPT implemented physician technology vendor, how does the pharmacist
know if the fax received on their fax machine is e-fax generated or paper fax generated? Is it
legal for the pharmacy to accept a paper fax in such a case, but not an e-fax?

e Another issue is a potential increase in pharmacy workflow disruption. E-faxes can be utilized
for other lines of business, for example, to deliver an ePrescription for a Medicaid or commercial
insurance patient. The elimination of this exemption at this time for Medicare ePrescriptions
could lead to workflow inefficiencies in pharmacies. Pharmacies have planned to be in
compliance with all MMA ePrescribing standards at a later date. Allowing them to comply with
the elimination of the exemption along with the adoption of all MMA ePrescribing standards
seems to make more sense.

e What happens if there is not an agreement between a pharmacy and technology vendor, both
of whom are NCPDP SCRIPT capable? Let us say, for example, that the physician technology
vendor is requiring too high a price from a retail, mail order or specialty pharmacy for the
delivery of an ePrescription {a common business scenario in today’s environment). Will these
trading partners need to revert to paper faxing rather than e-faxing? This seems like a step
backwards.

Another major unintended consequence of this proposed rule is that it seems to create a potential
enforcement problem in times of system outages. The language does not seem to allow computer-
generated faxing when an ePrescribing network is “down,” either due to technical problems or
emergency situations, such as experienced in Hurricane Katrina. It seems that under such scenarios,
computer-generated faxes should be allowed as a back-up. Unless this is permitted, future releases of
ePrescribing technology might not include e-faxing capability when it could serve as a reliable back-up
electronic prescription delivery mechanism. This could be detrimental to patients, pharmacies e'nd
payers. It also creates an additional and unnecessary enforcement burden for CMS. RxHub :
recommends that future guidance permit the use of computer-generated faxes in cases of emergency or -
other system outages. ; :

Whereas ePrescribing is in early adoption in the ambulatory arena, ePrescribing in Long Term Care (LTC)
is in its infancy. We urge CMS to consult with the appropriate LTC constituency prlor to extendmg thts

ruling to Long Term Care. Workflows and transaction needs are unique in LTC ePrescnbmg, and a full '
assessment of the value of e-faxing in LTC should be undertaken. . :

Finally, RxHub would like to comment that the adoption of true ePrescnbmg is belng slowed by the
industry’s inability to ePrescribe controlled substances. Whule we understand that thrs is outsrde the
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scope of this proposed rule and outside the purview of CMS, we nonetheless urge CMS to continue to
work with the Drug Enforcement Administration and the Department of Justice to resclve this major
impediment to ePrescribing.

The rule needs to be well defined and the intentions need to be clear and address all possible scenarios
in order to prevent negative unintended consequences.

Please do not hesitate to contact RxHub if you have further questions or require clarification.

Respectfully,

Kenneth E Majkowski, PharmD Maria Friedman, DBA

Vice President, Clinical Affairs and Prduct Strategy Director of Federal Affairs
RxHub LLC RxHub LLC

380 Saint Peter Street, Suite 530 380 Saint Peter Street, Suite 530
Saint Paul, MN 55102 Saint Paul, MN 55102
651-855-3051 301-933-6055
ken.majkowski@rxhub.net maria.friedmanl@verizon.net
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CMS-1385-P-10895

Submitter : Date: 08/29/2007
Organization :

Category : Academic

Issue Areas/Comments

GENERAL
GENERAL

Decar Sir or Madam:

Hi My Namc is Derck and I am Athletic Training student at Minnesota State University, Mankato. I am working extremely hard and am very interested in my
ficld of practicc.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While | am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that thesc proposed rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification exam cnsure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or finaneial justification, 1 would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,

Derck Stevens ATS
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CMS-1385-P-10896

Submitter : Date: 08/29/2007
Organization :  AthletiCo

Category : Other Health Care Professional
Issue Areas/Comments

GENERAL

GENERAL
To Whom It May Concemn,

I'am a Certified Athletic Trainer currently cmployed for AthletiCo; a company which provides fitness, performance , and rehabilitation services to a broad
spectrum of individuals. I posscss a BS degree in Kinesiology and currently 1 am working to obtain an MS degree in Clinical Exercise Physiology.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While [ am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that thesc proposed rules will create additional lack of access to quality health care for my patients.

As an athlctic traincr, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnce, and national certification exam cnsure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualiﬂqd to perform thesc scrvices and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, especially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinies, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Rashina Bowdcn, ATC
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CMS-1385-P-10897

Submitter : Jill Messling Date: 08/29/2007
Organization:  Franciscan Skemp Healthcare
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:
BRIEF INTRO ABOUT SELF ic. Wherc you work, what you do, cducation, certification, ctc.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc I am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experienee, and national certification exam cnsure that my patients receive quality health care. State law and hospital medical professionals have decmed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and othcr rchabilitation facilitics arc pertinent in ensuring paticnts receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health carc needs of their patients. I respectfully request that you withdraw
the proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Jill Messling, ATC )

Page 1697 of 2934 August 30 2007 08:35 AM




Submitter : Dr. Keith Khalil
Organization : Khalil Family Chiropractic
Category : Chiropractor

Issue Areas/Comments
Technical Corrections
Technical Corrections

Sce Attachment

CMS-1385-P-10898-Attach-1.DOC
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# /0558

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Re: “Technical Corrections”

The proposed rule dated July 12™ contained an item under the technical corrections
section calling for the current regulation that permits a beneficiary to be reimbursed by
Medicare for an X-ray taken by a non-treating provider and used by a Doctor of
Chiropractic to determine a subluxation, be eliminated. I am writing in strong opposition
to this proposal.

While subluxation does not need to be detected by an X-ray, in some cases the patient
clinically will require an X-ray to identify a subluxation or to rule out any “red flags,” or
to also determine diagnosis and treatment options. X-rays may also be required to help
determine the need for further diagnostic testing, i.e. MRI or for a referral to the
appropriate specialist.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for
patient care will go up significantly due to the necessity of a referral to another provider
(orthopedist or theumatologist, etc.) for duplicative evaluation prior to referral to the
radiologist. With fixed incomes and limited resources seniors may choose to forgo X-
rays and thus needed treatment. If treatment is delayed illnesses that could be life
threatening may not be discovered. Simply put, it is the patient that will suffer as result
of this proposal.

I strongly urge you to table the proposal. These X-rays, if needed, are integral to the
overall treatment plan of Medicare patients and, again, it is ultimately the patient that will
suffer should this proposal become standing regulation.

Yours in Good Health

Keith J. Khalil D.C.




CMS-1385-P-10899

Submitter : Ms. Erin York - Date: 08/29/2007
Organization :  St. Francis Hospital
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My namc is Erin York and I'm a ccrtified athletic trainer that works in a hospital setting,
I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that thesc proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilitics arc pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Erin York, ATC, LAT
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CMS-1385-P-10900

Submitter : Dr. Travis Muncy Date: 08/29/2007
Organization:  Longmont Anesthesia Associates
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-|385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Revicw)

Decar Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Tam grateful that CMS has
rccognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. [am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Travis Muney D.O.
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CMS-1385-P-10901

Submitter : Mrs. Rebecca Metrogen Date: 08/29/2007
Organization:  BROAD Anesthesia
Category : Nurse Practitioner

Issue Areas/Comments
GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P

Anesthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of anesthesia work compared to
othcr medical services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesia providers are being forced away from
arcas with disproportionately high Mcdicarc populations.

In an cffort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to medical care, it is imperative that CMS follow through with the proposal in the Federal Register by fully and
immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10902

Submitter : Dr. Frances Penick Date: 08/29/2007
Organization : Dr. Frances Penick
Category : Chiropractor
Issue Areas/Comments
GENERAL
GENERAL

Rc: TECHNICAL CORRECTIONS

The proposed rule dated July 12th contained an item under the technical corrections scction calling for the current regulation that permits a beneficiary to be
reimbursed by Medicarc for an X-ray taken by a non-treating provider and used by a Docor of Chiropactic to determine a subluxation, be ¢liminated. 1 am
writing in strong opposition to this proposal.

While subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"red flags"," or to determine diagnosis and treatment options. X-ray may also be required to help determine the need for further diagnostic testing, i.e. MRI or for
a referral to the appopriate specialist.

By limiting a Doctor of Chiropratic from referring for an x-ray study, the costs for paticnt care will go up, due to the necessity of a referral to another provider, for
duplicativc cvaluation, before refering to the radiologist. People on fixed incomes may forego the x-rays and needed care because of the expense. If treatment is

delaycd illnesscs that could be life threatening may not be discovered. It is the patient that will suffer as a result of this proposal.

I strongly urge you to table this proposal. X-rays, if nceded, are integral to the overall treatment plan of Medicare patlent Ultimately it is the patient that will
suffer if this proposal bccomes a standing regulation.

Franccs E. Penick, DC
Pinc Hill, NJ
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CMS-1385-P-10903

Submitter : Dr. Michael Elder Date: 08/29/2007
Organization:  Michael D Elder, MD INC
Category : Physician
- Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Revicw)
Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase ancsthesia payments under the 2008 Physician Fee Schedule. T am grateful that CMS has
rccognized the gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervatuation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthcsia services. | am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implcmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Michacl Elder, MD
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CMS-1385-P-10904

Submitter : Dr. Carl Ramsey Date: 08/29/2007
Organization:  Dr. Carl Ramsey
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centcrs for Mcdicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Anesthcesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

I am writing to cxpress my strongcst support for the proposal to increase ancsthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
rccognized the gross undervaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of ancsthesia work compared to
other physician scrvices. Today, more than a decadc since the RBRVS took effcct, Medicarc payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable sysiem in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC rccommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiatcly implementing thc anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-10905

Submitter : Mr. Jonathan Ratliff Date: 08/29/2007
Organization : Athens Limestone Hospital SportsMedicine
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Jonathan Ratliff and I currently serve as Director of SportsMedicine for Athens-Limestone Hospital in Athens, Alabama. In addition to being
Dircctor I am the Head Athlctic Trainer for West Limestone High School. 1 received my bachelors degree in Athletic Training from The University of Alabama
and my masters dcgrec in Kincsiology from Louisiana State University. [am a certified and state licensed Athletic Trainer and have also received a National
Provider Identifier. | am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing

provisions for rchabilitation in hospitals and facilities proposed in

1385-P.

While 1 am concerncd that these proposed changes to the hospital
Conditions of Participation have not received the proper and usual
vetting, | am morc concerned that these proposed rules will create
additional lack of acccss to quality health care for my paticnts.

As an athlctic trainer, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnee, and national certification cxam ensurc that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans,

cspecially those in rural arcas, to further restrict their ability to

receive those services. The flexible current standards of staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best,
most cost-cffective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
reccommcndations of thosc professionals that are tasked with overseeing the day to day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Jonathan Ratliff MS LAT ATC

Dircctor of SportsMcdicine
Athens-Limestone Hospital
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CMS-1385-P-10906

Submitter : Dr. frederick Campos Date: 08/29/2007
Organization : American Society of Interventional Pain Physician
Category : Physician

Issue Areas/Comments
GENERAL
GENERAL

Scc attachment. Pain physicians will not be providing services to Mcdicare paticnts if the current trend continues.

CMS-1385-P-10506-Attach-1.DOC
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#1090,

Kerry Weems

Administrator Nominee

Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

Hubert H. Humphrey Building, Room 445-G
200 Independence Avenue, SW
Washington, DC 20201

Re: CMS-1385-P
Dear Mr. Weems:

I would like to thank you for the opportunity to comment on the Proposed Rule CMS-
1385-P, “Revisions to Payment Policies under the Physician Fee Schedule, and Other
Part B Payment Policies for CY 2008” (the “Proposed Rule”) published in the Federal
Register on July 12, 2007 As requested, I have limited my comments to the issue
identifiers in the Proposed Rule.

There are approximately 7,000 physicians practicing interventional pain management in
the United States I am included in this statistic. As you may know physician offices,
along with hospital outpatient departments and ambulatory surgery centers are important
sites of service for the delivery of interventional pain services.

I appreciated that effective January 1, 2007, CMS assigned interventional pain and pain
management specialties to the “all physicians” crosswalk. This, however, did not relieve
the continued underpayment of interventional pain services and the payment shortfall
continues to escalate. After having experienced a severe cut in payment for our services in
2007, interventional pain physicians are facing additional proposed cuts in payment; cuts as
much as 7.8% to 19.8% in 2008 alone. This will have a devastating affect on my and all
physicians’ ability to provide interventional pain services to Medicare beneficiaries. I am
deeply concerned that the continued underpayment of interventional pain services will
discourage physicians from treating Medicare beneficiaries unless they are adequately paid
for their practice expenses. I urge CMS to take action to address this continued
underpayment to preserve Medicare beneficiaries’ access.

The current practice expense methodology does not accurately take into account the
practice expenses associated with providing interventional pain services. I recommend that
CMS modify its practice expense methodology to appropriately recognize the practice
expenses of all physicians who provide interventional pain services. Specifically, CMS
should treat anesthesiologists who list interventional pain or pain management as their
secondary Medicare specialty designation, along with the physicians that list interventional
pain or pain management as their primary Medicare specialty designation, as
“interventional pain physicians” for purposes of Medicare rate-setting. This modification is
essential to ensure that interventional pain physicians are appropriately reimbursed for the
practice expenses they incur.

RESOURCE-BASED PE RVUs




L CMS should treat anesthesiologists who have listed interventional pain or
pain management as their secondary specialty designation on their
Medicare enrollment forms as interventional pain physicians for purposes
of Medicare rate-setting.

Effective January 1, 2007, interventional pain physicians (09) and pain management
physicians (72) are cross-walked to “all physicians” for practice expenses. This cross-
walk more appropriately reflects the indirect practice expenses incurred by interventional
physicians who are office-based physicians. The positive affect of this cross-walk was
not realized because many interventional pain physicians report anesthesiology as their
Medicare primary specialty and low utilization rates attributable to the interventional pain
and pain management physician specialties.

The practice expense methodology calculates an allocable portion of indirect practice
expenses for interventional pain procedures based on the weighted averages of the
specialties that fumish these services. This methodology, however, undervalues
interventional pain services because the Medicare specialty designation for many of the
physicians providing interventional pain services is anesthesiology. Interventional pain is
an inter-disciplinary practice that draws on various medical specialties of anesthesiology,
neurology, medicine & rehabilitation, and psychiatry to diagnose and manage acute and
chronic pain. Many interventional pain physicians received their medical training as
anesthesiologists and, accordingly, clinically view themselves as anesthesiologists.
While this may be appropriate from a clinically training perspective, their Medicare
designation does not accurately reflect their actual physician practice and associated costs
and expenses of providing interventional pain services.

This disconnect between the Medicare specialty and their practice expenses is made
worse by the fact that anesthesiologists have the lowest practice expense of any specialty.
Most anesthesiologists are hospital based and do not generally maintain an office for the
purposes of rendering patient care. Interventional pain physicians are office based
physicians who not only fumish evaluation and management (E/M) services but also
perform a wide variety of interventional procedures such as nerve blocks, epidurals,
intradiscal therapies, implant stimulators and infusion pumps, and therefore have practice
expenses that are similar to other physicians who perform both E/M services and surgical
procedures in their offices.

Furthermore, the utilization rates for interventional pain and pain management specialties
are so low that they are excluded from Medicare rate-setting or have very minimal affect
compared to the high utilization rates of anesthesiologists. CMS utilization files for
calendar year 2007 overwhelming report anesthesiologists compared to interventional
pain physicians and pain management physicians as being the primary specialty
performing interventional pain procedures. The following table illustrates that
anesthesiologists are reported as the primary specialty providing interventional pain
services compared to interventional pain physicians

CPT Code Anesthesiologists - Interventional Pain |
05 Management Physicians \




L (Non-Facility) -09
(Non-Facility)
| 64483 (Inj foramen epidural I/s) | 59% 18%
| 64520 (N block, lumbar/thoracic) | 68% 15%
64479 (Inj foramen epidural c/t) 58% 21%
62311 (Inject spine I/s (cd)) 78% 8%

The high utilization rates of anesthesiologists (and their extremely low practice expenses)
drive the payment rate for the interventional pain procedures, which does not accurately
reflect the resource utilization associated with these services. This results in payment
rates that are contrary to the intent of the Medicare system— physician payment reflects
resources used in furnishing items and services to Medicare beneficiaries.

I urge CMS to make a modification to its practice expense methodology as it pertains to
interventional pain services such that its methodology treats physicians who list
anesthesiology as their primary specialty and list interventional pain as their secondary
specialty designation as interventional pain physicians for rate-setting. This pool of
physicians should be cross-walked to “all physicians” for practice expenses. This will
result in a payment for interventional pain services that is more aligned with the resources
and costs expended to provide these services to a complex patient population.

I urge CMS not to delay implementing our proposed recommendation to see if the
updated practice expenses information from the Physician Practice Information Survey
(“Physician Practice Survey”) will alleviate the payment disparity. While I believe the
Physician Practice Survey is critical to ensuring that physician services are appropriately
paid, I do not believe that updated practice expense data will completely resolve the
current underpayment for interventional pain services. The accurate practice expense
information for interventional pain physicians will continue to be diluted by the high
utilization rates and associated low practice expenses of anesthesiologists.

II. CMS Should Develop a National Policy on Compounded Medications
Used in Spinal Drug Delivery Systems

We urge CMS to take immediate steps to develop a national policy as we fear that many
physicians who are facing financial hardship will stop accepting new Medicare
beneficiaries who need complex, compounded medications to alleviate their acute and
chronic pain. Compounded drugs used by interventional pain physicians are substantially
different from compounded inhalation drugs. Interventional pain physicians frequently
use compounded medications to manage acute and chronic pain when a prescription for a
customized compounded medication is required for a particular patient or when the
prescription requires a medication in a form that is not commercially available.
Physicians who use compounded medications order the medication from a compounding
pharmacy. These medications typically require one or more drugs to be mixed or
reconstituted by a compounding pharmacist outside of the physician office in
concentrations that are not commercially available (e.g., concentrations that are higher
than what is commercially available or multi-drug therapy that is not commercially
available).




The compounding pharmacy bills the physician a charge for the compounded fee and the
physician is responsible for paying the pharmacy. The pharmacy charge includes the
acquisition cost for the drug ingredients, compounding fees, and shipping and handling
costs for delivery to the physician office. A significant cost to the physician is the
compounding fees, not the cost of drug ingredient. The pharmacy compounding fees
cover re-packaging costs, overhead costs associated with compli